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ABSTRACT
Cultural and Contextual Influences on Mental Health, Stigma, and Substance Use Among
MENA U.S. College Students
by
Molly Mechammil
Utah State University, 2020
Major Professor: Dr. Rick A. Cruz
Department: Psychology
The Middle Eastern/North African (MENA) population is one of the fastest
growing minority groups in the U.S. The MENA group is also notably underrepresented
across psychological science research, and little is known regarding the correlates of
mental health and substance use problems among this group. This is an important gap in
our understanding, since MENAs report experiencing high levels of unique stressors that
may confer vulnerability and exacerbate mental health and substance use problems. This
dissertation aims to address this gap by examining correlates of mental health, substance
use, and stigma among MENAs.
This dissertation is composed of three papers utilizing a sample of MENA college
students (N = 246) collected through Qualtrics Panels. Surveys were created using a
three-form planned missing design. The first study analyzed the interactive and
explanatory effects of religious coping, perceived discrimination frequency, and stress
appraisal in relation to psychological distress among MENA students. Although the
results did not support the hypothesized effects, there were associations between religious
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coping and discrimination stress appraisal in relation to mental health outcomes. Study
two examined the role of family honor and loss of face beliefs in predicting positive
expectancies of marijuana and alcohol use, and in turn actual use. Results suggested that
family honor and loss of face influenced both cannabis and alcohol use through more
positive expectancies. Study three assessed the influences of loss of face and family
honor on perceived and self-stigma and attitudes towards seeking help. Results indicated
that the cultural values influence perceived stigma, but not self-stigma. This study also
tested Vogel’s (2017) model of stigma, where the effects of perceived stigma on attitudes
towards counseling are explained by self-stigma. Results suggested that this model does
not fit the MENA college student population. The higher order clinical implications of
the studies are that clinicians should aim to discuss the relevance of religiosity and
cultural values in treatment with MENA college students. Further, collaborations with
religious leaders may offer a less-stigmatizing avenue for increasing access to treatment.
Limitations of the studies are discussed along with suggestions for future research
directions.
(202 pages)
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PUBLIC ABSTRACT
Cultural and Contextual Influences on Mental Health, Stigma, and Substance Use Among
MENA U.S. College Students
Molly Mechammil
The aim of this dissertation was to investigate whether certain cultural and
contextual factors influence Middle Eastern/North African (MENA) college students’
mental health, alcohol/marijuana use, and experiences with mental health stigma and help
seeking. Research with MENA college students is very limited, which leaves mental
health providers with limited information on how to best support MENAs. MENAs report
high rates of discrimination, and other research shows that many they may use religion as
a way to cope with stressors such as discrimination. I examined whether religious coping
might buffer the effects of discrimination on mental health outcomes. I also considered
whether people’s perception of discrimination as being stressful would explain the
association between discrimination frequency and mental health outcomes. My results
did not find either of these to be the case, however religious coping and discrimination
stress did influence mental health outcomes. I also examined whether certain cultural
factors (loss of face and family honor) common in MENA families may be related to
students’ use of alcohol and cannabis. Other research has found that when people expect
positive outcomes from using substances (like being more friendly), they are more likely
to use. I was interested to see whether these cultural values influence substance use
through shaping their expectancies for using. This study found that these values
influenced cannabis expectancies, which then influence cannabis use. Similarly, higher
levels of family honor and loss of face influenced alcohol use through more positive
expectancies. Lastly, I was interested to test whether these same cultural values play a
role in shaping mental health stigma. I found that they do influence perceived public
stigma, but not self-stigma. I also tested whether perceived stigma influences people’s
attitudes towards seeking help through self-stigma, but this was not the case. This
dissertation added important knowledge to a growing research area and includes
important suggestions for clinicians and counselors working with the MENA population.
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CHAPTER I
INTRODUCTION
Mental health problems and substance use contribute to economic loss, decreased
well-being, poor social functioning, and even death (Dorfman & Smith, 2002; National
Center for Health Statistics, 2010). It is therefore important to understand factors that
contribute to mental health and substance use problems among the U.S. population. It is
also relevant to understand factors that influence their beliefs about seeking care and
make them less likely to access services to ameliorate those problems. However, certain
demographic subgroups have received less attention in psychological literature, most
notably the U.S. Middle Eastern/North African (MENA) population, which is one of the
fastest growing minority groups in the U.S. (Krogstad, 2014).
It is important to note the heterogeneity and complexity of identities for MENAs.
Typically, the following countries are considered to be within the MENA region: Algeria,
Bahrain, Cyprus, Djibouti, Egypt, Iran, Iraq, Israel, Jordan, Kuwait, Lebanon, Libya,
Malta, Morocco, Oman, Palestine, Qatar, Saudi Arabia, Syria, Tunisia, Turkey, United
Arab Emirates, West Bank/Gaza, and Yemen. MENAs may identify ethnically as Arab,
Aramean, Armenian, Assyrian, Bahrani, Kurdish, Egyptian, Iranian, Iraqi, Palestinian,
Persian, Turkish, Turkmens, or Yazidi. In addition, while a large majority of MENAs
religiously identify as Muslim, many within the region also identify as Bahá'í, Christian,
Druze, Jewish, Yazidi, or Zoroastrian, among others (Erickson & Al-Timimi, 2001).
Despite the heterogeneity of MENAs, there is limited research available focused on
individuals from the larger MENA population, let alone for individuals within specific
national, ethnic, and religious groups. I suggest that it is relevant and appropriate to
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sample MENAs from a variety of national, ethnic, and religious backgrounds. The
cultural contexts of persons of MENA origin are interconnected to the degree that an
understanding of the general experiences individuals from this region will be more
widely applicable and relevant for clinicians working with this population in the U.S.
(Plunkett, 2014). Recommendations within each paper will highlight the need for cultural
competence for clinicians working with this population, and in particular, the importance
of utilizing dynamic sizing (flexibly determining whether a cultural characteristic applies
to a client) when working with MENAs (Sue, 1998).
Tables 1-3 provide demographics (race, ethnicity, country of origin, religious
identity) for the individuals who participated in these studies. In order to account for the
wide variability of MENA ethnic, racial, and religious identities, individuals were asked
to share their identities using pre-determined options that I selected based on the best
available literature (e.g., Awad, Kia-Keating, & Amer, 2019; Jones & Bentley, 2017).
The response options for each of the demographic variables (ethnicity, race, religion, and
country of origin) were designed as multi-select variables to allow participants to pick
multiple options as applicable to their identities. Individuals in the “multiple” categories
in Tables 1-3 were ones who selected multiple of the available options (e.g., someone
who selected “Egypt” and “Algeria” as country of origin). Participants were also able to
fill-in their own responses, which were accounted for in the “other” categories.
There are mixed recommendations within MENA literature as to whether
Israeli/Jewish participants should be classified as MENA (e.g., Awad et al., 2019; Harb,
2016). A primary reason for this is due to Israeli/Jewish people often identifying racially
as White and having different lived experiences compared to other MENAs. Within this
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study, to identify as White (or other racial group), the phrasing of the question was “In
addition to MENA, what other race do you identify with?” For the purpose of this
dissertation, participants who identify as Israeli or Jewish were included, considering that
these individuals had to also self-identify as MENA within the eligibility questions.
Overall, 56 people identified as White, 23 people identified ethnically as Jewish, and 12
people identified as both White and Jewish. The discussion sections of each study will
further address this issue.
MENAs lack of representation in research is in part due to the U.S. Census not
tracking the MENA group, and also due to researchers following federal guidelines for
ethnic/racial categories, where MENAs are categorized as “White” (Samhan, 2006). The
underrepresentation of MENAs in psychological science research presents an important
gap in our understanding of unique sociocultural features that may influence their mental
health and substance use behavior. This is a problem as MENAs report experiencing high
levels of discrimination, which confers additional vulnerability for mental health and
substance use problems (Kira, Amer, & Wrobel, 2014). Adequate understanding of
substance use rates among MENAs are also not available, in part due to not being
included as a primary racial group in national surveys (e.g., Substance Abuse and Mental
Health Services Administration, 2019), and also as a result of religious and other cultural
norms faced by MENA communities in regard to using and discussing use of these
substances. Further, MENAs experience high levels of stigma related to mental health,
which are partly shaped by cultural messages received from families and communities
regarding conceptualization of mental illness, and likely leads to underutilization of
psychological services (Al-Krenawi & Graham, 2016; Mechammil, Boghosian, & Cruz,

4
2019). However, less is known regarding specific cultural and contextual factors that
directly influence the high levels of stigma experienced among this population. The aim
of this dissertation is to address these important gaps and increase equity in psychological
science research by focusing on three specific and related research areas.
A number of barriers exist when sampling MENAs for research purposes. For
example, MENAs describe mistrust towards research due to fear of government
involvement, or concerns of being portrayed negatively (Aroian, 2016). MENAs may
also be hesitant to answer questions that are important in psychological research (e.g.,
substance use, mental health symptoms, history of abuse or trauma) due to cultural
stigma regarding these topics (Amer & Bagasra, 2013). Due to the complexities involved
with sampling MENAs, and the crucial need for an increase in psychological literature
focused on MENAs, this dissertation used one dataset to address three important topics.
While this may often be referred to as fragmented/piecemeal publishing, it is important to
note that I will make every effort to make clear that each paper was derived from the
same dataset, as is recommended by the Publication Manual of the American
Psychological Association (2009). Specifically, I will inform the editor of each journal
that these papers are submitted and include this information within each paper in order to
inform the public. Keeping the complexities of recruiting in mind, it is important to
maximize the information obtained from a dataset. I argue that all three papers are
distinct enough to warrant separate papers, and the information included in each paper
was chosen using the best available research and theoretical frameworks.
For the papers within this dissertation, I utilized a methodological strategy
referred to as a Planned Missing Design. This strategy allows for researchers to increase
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the number of items in the total battery by about 33% while reducing participant
burden/fatigue, and minimizing the cost related to collecting the data (Graham, Taylor,
Olchowski, & Cumsille, 2006). Since the missing data are inherent within the design, the
missing data are considered Missing Completely at Random (MCAR). Two strategies are
commonly used to handle data that is MCAR: Full Information Maximum Likelihood
(FIML) and Multiple Imputation (MI). With FIML, the information in the observed
(actual) data are used to inform the estimated of the missing data. This data is then used
to run analyses using latent variables. With MI, the data are imputed multiple times to
create a certain number of completed datasets (recommendation of at least 20 datasets;
e.g., Rhemtulla & Hancock, 2016). The analyses are then run on each dataset and pooled
across the datasets to obtain final parameter estimates and standard errors. The
assumption with both these strategies is that the final data used for the analyses are as
close as possible to the observed data, or what the data would have looked like had
participants completed all items (Little, Jorgensen, Lang, & Moore, 2014). For this
dissertation, since data were missing at the item-level (individuals completed portions of
each measure), and because I used observed scale and subscale scores (means or sums of
items) in my models rather than latent factors, it was most appropriate to utilize MI to
handle the missing data. More information on the analytic process of MI is provided
within the Method section of Study 1 (Chapter II).
Study 1
The first aim of this dissertation was to understand the influences of
discrimination, stress appraisal, and religious coping on mental health problems among
MENA college students. MENAs experience high levels of discrimination, which
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negatively influence psychological outcomes (Abdulrahim, James, Yamout, & Baker,
2012), and less is known about factors that may help protect MENAs from the risks of
increased discrimination. Research has shown that one’s appraisal of a discriminatory
event as stressful explains some of the variation in how discrimination influences mental
health (Berjot & Gillet, 2011; Landrine & Klonoff, 1996). While studies have found
differing effects of discrimination on mental health among MENAs (e.g., Rousseau,
Hassan, Moreau, & Thombs, 2011), research has not assessed whether stress appraisal
functions as an explanatory variable for this group. Further, MENA communities tend to
highly value religiosity and are more likely to use religious prayer or to consult with
religious leaders to help cope with mental health problems (Abdel-Khalek & Lester,
2007). Therefore, it is important to understand whether one’s use of religious coping may
help to mitigate against the negative effects of discrimination on mental health problems
among MENAs. My hypotheses were that: 1a) higher frequency of experiencing
discriminatory events will lead to higher appraisal of these events as stressful, which will
negatively impact overall psychological functioning, and 1b) perceiving discriminatory
events as stressful will have negative effects on psychological outcomes, and that
religious coping will buffer these effects among MENA college students.
Study 2
The second aim of this dissertation was to focus on substance use attitudes and
behaviors among MENA college students, and cultural influences that may be protective
in relation to substance use. Researchers and clinicians currently have very limited
knowledge about alcohol and cannabis use among MENAs in the U.S. This is partially
due to traditional social and religious customs and laws in certain countries across the

7
MENA region, which prohibit use of these substances. These social, religious and legal
features may lead to stereotypes of MENAs as not engaging in substance use. However,
research has indicated that MENAs do engage in alcohol and cannabis use (Abu-Ras,
Ahmed, & Arfken, 2010; Ahmed, Abu-Ras, & Arfken, 2014; Arfken, Arnetz, Fakhouri,
Ventimiglia, & Jamil, 2011), despite the stereotypes that suggest otherwise. Substantial
research in the broader population has shown that positive expectancies (having higher
sociability, increase in confidence, etc.) and negative expectancies (becoming more
aggressive, less able to think clearly, etc.) for using alcohol and cannabis are strong
predictors of actual use (Clark, Ringwalt, & Shamblen, 2011; Goldman, 2002). Given the
norms of use among U.S. college students, MENA college students may be at heightened
risk for substance use in the U.S. due to being exposed to more positive expectancies in
college, and possible dampening of their negative expectancies (Brackenbury, Ladd, &
Anderson, 2016; McBride, Barret, Moore, & Schonfeld, 2014). Further, the unique
cultural emphasis on family honor (respect and social standings that families hold) and
loss of face (social integrity, which influences family reputation) among MENA culture
may protect against using alcohol or marijuana, by shaping their expectancies for use
(Erickson & Al-Timimi, 2001). An understanding of how these cultural influences may
protect against use will be essential in informing prevention efforts for this population. I
predicted that 2a) Higher endorsement of cultural values (family honor and loss of face)
will influence cannabis use expectancies, which will then influence cannabis use, and 2b)
Higher endorsement of cultural values (family honor and loss of face) will influence
alcohol use expectancies, which will then influence alcohol use.
Study 3
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The third aim of this dissertation was to understand the role of cultural factors in
influencing levels of stigma and perceptions of seeking mental health services among
MENA college students. Stigma towards symptoms of and treatment for mental health
concerns involve (a) perceptions of what the broader community thinks about mental
health (perceived stigma), and (b) personal attitudes towards mental health issues (selfstigma). These forms of stigma are a common barrier to seeking help among MENAs
(Sewilam et al., 2014). Within this aim, I tested an existing explanatory model of stigma
on mental health service seeking (Vogel et al., 2017), which suggests that perceived
community stigma of mental health leads to self-stigma, which then negatively influences
attitudes towards seeking treatment (Topkaya, Vogel, & Brenner, 2015; Vogel et al.,
2017). This study also aims to understand culturally specific predictors of stigma within
the population, such as family honor and emphasis of “saving face,” which seem to
perpetuate shame and stigma associated with mental health problems (Abu-Ras, 2016). I
predicted that: 3a) Family honor and loss of face will directly influence levels of
perceived and self-stigma among MENAs; 3b) The data will support the explanatory
model of stigma (perceived stigma to self-stigma to attitudes towards seeking treatment)
within this population; and that 3c) Family honor and loss of face will indirectly
influence attitudes towards seeking treatment through higher levels of perceived stigma
and higher self-stigma.
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Table 1. Participants’ Self-identified Race & Ethnicity
Category
Race
Asian American
Black
Latinx
Middle Eastern/
North African
Native
White
Multiracial
Other
Ethnicity
Arab
Aramean
Assyrian
Bharani
Egyptian
Iranian
Iraqi
Jewish
Kurdish
Palestinian
Persian
Turkish
Yazidi
Multiple Ethnicities
Other

n (%)
N = 246
9 (3.6)
25 (10.1)
8 (3.2)
120 (48.8)
4 (1.6)
56 (22.8)
22 (8.9)
2 (0.8)
N = 246
81 (32.9)
13 (5.3)
3 (1.2)
2 (0.8)
35 (14.2)
17 (6.9)
6 (2.4)
23 (9.3)
1 (0.4)
5 (2.0)
5 (2.0)
7 (2.8)
2 (0.8)
27 (11.0)
19 (7.7)
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Table 2. Participants’ Self-identified Religion (N = 246)
Religion

n (%)

Bahai

7 (2.8)

Christian

68 (27.6)

Druze

4 (1.6)

Jewish

27 (10.9)

Mandaeans
Muslim

1 (0.4)
82 (33.3)

Samaritan

1 (0.4)

Shabak

1 (0.4)

Yazidi

2 (0.8)

Zoroastrian

1 (0.4)

Not Religious

20 (8.1)

Multiple Religions

24 (9.7)

Other

8 (3.3)
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Table 3. Participants’ Self-identified Country of Origin (N = 246)
Country

n (%)

Algeria

9 (3.6)

Bahrain

5 (2.0)

Cyprus

2 (0.8)

Djibouti

3 (1.2)

Egypt

50 (20.3)

Iran

19 (7.7)

Iraq

15 (6.1)

Israel

18 (7.3)

Jordan

7 (2.8)

Kuwait

3 (1.2)

Lebanon

8 (3.2)

Libya

3 (1.2)

Morocco

2 (0.8)

Palestine

5 (2.0)

Qatar

1 (0.4)

Saudi Arabia

9 (3.6)

Syria

5 (2.0)

Tunisia

2 (0.8)

Turkey
United Arab
Emirates
West Bank

13 (5.2)

Yemen
Multiple
Countries
Other

3 (1.2)

4 (1.6)
3 (1.2)

45 (18.3)
12 (4.9)
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CHAPTER II
STUDY 1
This first study presents data related to discrimination, stress appraisal, religious
coping, and mental health outcomes among MENA college students. It is currently being
prepared for submission to a peer-reviewed journal.
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Abstract
The U.S. Middle Eastern/North African (MENA) population is a rapidly growing
ethnic minority group, who are understudied in the psychological literature. This group
also experiences high levels of discrimination, in particular on college campuses. It is
well-established that experiencing discrimination negatively impacts psychological
adjustment, and it is crucial to understand factors that help explain and/or buffer against
this association. The present study tested the hypotheses that religious coping may reduce
the negative impact that discrimination may have on psychological adjustment, and that
one’s stress appraisal of discriminatory experiences help explain the relation between
frequency of experiencing discrimination and overall psychological adjustment. Data
from MENA college students (N = 246) were collected through Qualtrics Panels. Results
indicated that the hypotheses were not supported, however, religious coping and
discrimination stress appraisal significantly influenced psychological adjustment.
Discussion focuses on the implications for therapists/counselors and college campuses, as
well as suggestions for future research directions. This study contributes to the growing
body of literature for MENA individuals, and highlights the importance of understanding
the unique cultural contexts and experiences of MENAs in the U.S.

Keywords: MENA, Middle Eastern American, discrimination, religious coping,
mental health, psychological distress
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Influences of discrimination and religious coping on mental health among MENA U.S.
college students
The Middle Eastern/North African (MENA) population is one of the fastest
growing minority groups in the U.S. (Krogstad, 2014). Estimates indicate that the current
Arab American (a subset of MENA individuals) population is 3.7 million, however this
number likely underestimates the actual population since the U.S. Census does not track
MENA/Arab Americans (Arab American Institute, 2018). Despite the rapidly growing
population and increased visibility across media and politics, MENAs are notably
underrepresented across psychological science research (Amer & Bagasra, 2013;
Shammas, 2017). In particular, there is very little empirical evidence about factors that
influence mental health outcomes among MENA individuals. Similar to other ethnic
minorities, MENAs experience a number of stressors that confer vulnerability for mental
health problems (Wrobel & Paterson, 2014). Notably, they report heightened levels of
discrimination since 9/11, which is well-established as a risk factor for mental health
problems (Ibish, 2003; Kira, Amer, & Wrobel, 2014). However, little research has
focused on factors that might protect against the negative effects of discrimination on
mental health among MENAs, including the potential role of religion as a cultural and
personal asset. It is important to understand effective ways to support MENAs, as rates of
discrimination continue to rise in the U.S. Drawing from the biopsychosocial model of
racism (Clark, R., Anderson, Clark, V., & Williams, 1999), this study will specifically
focus on understanding how MENAs’ appraisal of discriminatory events as stressful and
use of religious coping to influence the negative effects of experiencing discrimination on
psychological adjustment. This research will inform service providers and community
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members on effective ways to support MENAs who experience high levels of
discrimination and ultimately help to reduce the likelihood of mental health problems.
Theoretical Framework
The biopsychosocial model of racism highlights the negative impact of racism
and discrimination on individuals’ overall psychological adjustment (Clark et al., 1999).
Evidence has shown that people become physiologically aroused when they experience a
stressful event, and in particular, when they feel that they do not have the resources
available to manage the stressor (Aneshensel, 1992). Individuals with marginalized
(racial/ethnic, sexual, gender, etc.) identities are most at risk for experiencing
discrimination, however individual differences in the stress appraisal of discriminatory
events can help explain variance across mental health outcomes (Clark et al., 1999).
While one person may experience a discriminatory event and find it very stressful,
another might not have the same appraisal process and therefore not have the same effect
on well-being (Landrine & Klonoff, 1996). Therefore, it is important that both frequency
of discriminatory events and appraisal of events are assessed. This study assessed
whether one’s appraisal of events as stressful explains the associations between
frequency of discriminatory events and mental health outcomes. The biopsychosocial
model also postulates that one’s use of various coping mechanisms to help manage these
social stressors helps in reducing their negative impact on mental health. An additional
focus of this study was to examine MENA college students’ use of religious coping to
help mitigate the stress appraisal from discrimination on psychological problems. Given
that MENAs experience discrimination at high rates (e.g., Ibish, 2003), it is important
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that researchers identify factors that can help to promote optimal mental health outcomes
among MENAs.
Discrimination Among MENAs
Discrimination can be defined as “behavior directed towards category members
that is consequential for their outcomes and that is directed towards them not because of
any particular deservingness or reciprocity, but simply because they happen to be
members of that category” (Correll, Judd, Park, & Wittenbrink, 2010, p. 46). MENAs
have a long history of being stereotyped among broader American culture, which can
partially be attributed to media portrayal. An examination of over 900 films revealed that
aside from the conflation of Arabs and Muslims in media, Arab men have been portrayed
as “brute murderers, sleazy rapists, religious fanatics, oil-rich dimwits, and abusers of
women” (Shaheen, 2003, p. 172).
These negative perceptions have led to an increase in institutional and
interpersonal discrimination (Awad, Kia-Keating, & Amer, 2019). Institutional
discrimination can be categorized as policies or practices (typically enacted by the
dominant group) that are intended to have a harmful effect on individuals of minoritized
groups (racial, ethnic, gender minorities; Pincus, 1996). For MENAs, this includes
political movements to ban Muslim refugees from entering the U.S. (implying they are
dangerous), as well as discrimination in employment, housing, education, government
and immigration (Clarke, 2017; Ibish, 2001, 2003). In turn, institutional discrimination
greatly impacts incidents of interpersonal discrimination, where one person (or group of
people) behave in a way that negatively impacts others based on their membership in a
particular social group (Awad et al., 2019; Pincus, 1996). Examples of interpersonal
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discrimination against MENAs includes the notable increase in general hate crimes
against mosques and religious centers, as well as incidents related to vandalism, assault,
and harassment ever since recent attacks claimed by terror groups following 9/11
(Younes, 2017). Data from the Federal Bureau of Investigations (FBI) suggests that
Muslims reported a dramatic increase in hate crimes post-9/11, which tapered off shortly
after, and have steadily begun to rise again since the 2016 presidential election (Federal
Bureau of Investigation, 2017; Willingham, 2017). Although FBI data is incomplete (due
to uncertainty regarding motivations for hate crimes, and therefore likely underreporting),
these trends shine light on the overall increase in discrimination toward MENAs in recent
years.
In addition to these increasing rates of discrimination across MENA populations,
the focus on college students is of particular importance. Since the 2016 presidential
election, non-White college students have reported dramatic increases in hate crime and
racist attacks across the nation (Bauman, 2018; Duster, 2017). Data on post-election hate
incidents identified that the most common settings where people were experiencing these
crimes were college campuses (“Ten days after”, 2016). Despite evidence to suggest that
MENA college students underreport their experiences of discrimination, Arab and
Muslim college students are experiencing significantly more discrimination on college
campuses compared to non-Arab or non-Muslim students (Elbaba, 2016; Shammas,
2017; Taylor, 2017; Zogby International, 2008). The evidence linking the negative effects
of discrimination on mental health are well established.
Perceived discrimination has been shown to have negative short- and long-term
effects on mental health, and this effect tends to be even more detrimental for
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disadvantaged groups (Schmitt, Branscombe, Postmes, & Garcia, 2014). In particular,
longitudinal examinations indicate that discrimination experiences influence levels of
depression, anxiety, and psychological distress across ethnic/racial groups (e.g., Black,
Latino, Asian, White individuals) and developmental stages (e.g., adolescents, adults)
(Brody et al., 2006; Kwate & Goodman, 2015; Yip, 2015). There is also significant
within-group variability with these findings, with some people experiencing more impact
on their mental health with similar increases in discrimination (e.g., Banks, Kohn-Wood,
& Spencer, 2006). Although less frequently studied, research suggests that one’s
appraisal of these events helps to explain why discrimination may have more of an
impact on their mental health (e.g., King, 2005). Among MENAs, experiences of
discrimination are consistently related to increased psychological distress, often leading
to decreased self-esteem, personal control, and feeling less safe in environments (Ahmed,
Kia-Keating, & Tsai, 2011; Moradi & Hasan, 2004; Padela & Heisler, 2010). However,
research has not addressed whether differences in one’s stress appraisal of the
discriminatory events explains the relation between frequency of discrimination and
mental health outcomes among MENAs.
Religiosity
MENAs identify with a number of different religions (e.g., Christianity, Islam,
Judaism, Druze). Initial waves of MENA immigrants to the United States trace back to
the late 1800s, with most people identifying as Christian (about 90% of Arab immigrants;
Haddad, 1994). By the early 2000s, the composition of MENA immigrants was mostly
Muslim (~73% of immigrants; Camarota, 2002). Today, these remain the two major
religions among the U.S. MENA population. Religion plays an important role in
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everyday life for many MENAs, and religious influences can be identified through family
life, customs, traditions, and in the prominent roles of religious leaders among
communities (Amer & Kayyali, 2016). MENAs often refer to religious affiliations and
ethnic backgrounds as being equally influential in shaping their cultural identities
(Goforth, 2011).
Although experiences of discrimination are widespread across MENA subgroups,
evidence suggests that religious groups may differ in the frequency and psychological
impact of these incidents. Muslim MENAs are more susceptible to hate crimes and acts
of discrimination, potentially due to more distinct markers of group-belonging (e.g.,
wearing a hijab, frequent prayer; Awad, 2010). Fairly robust research has identified that
Muslim MENAs report higher levels of discrimination compared to non-Muslim
counterparts, with those high in religiosity being at considerably higher risk (e.g., Awad,
2010; Ikizler & Szymanski, 2018; Padela & Heisler, 2010). However, one study found
that although Muslim MENAs reported greater frequency of discrimination, the
psychological effects of discrimination were more profound for Christian MENAs
(Abdulrahim, James, Yamout, & Baker, 2012). Contrary to this, another study found that
the negative effects of discrimination on psychological outcomes was significant for
Muslim Arab Canadians, but not for non-Muslim Arab Canadians (Rousseau, Hassan,
Moreau, & Thombs, 2011). Although there may be some differences by national context,
MENAs of varied religious groups experience negative effects of discrimination on
mental health. It may be that some people are less likely to view a discriminatory event as
stressful, which would have less of an impact on their psychological adjustment. It is
important to understand whether one’s appraisal of these events as stressful can help
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explain the inconsistent findings of experiencing discrimination and impact on overall
mental health among MENAs. Further, it is important to also consider whether one’s
incorporation of religious practices may help to moderate the negative effect of
discriminatory experiences on well-being.
Religious Coping
A substantial amount of research has focused on people’s use of religious coping
when faced with difficult circumstances, including problems with mental health. The use
of religious coping helps people feel as though there is meaning in life despite the
hardships they are facing, gives them a sense of comfort, and allows them an opportunity
to place their problems in the hands of a more powerful being (Koenig, 2009). There are
two types of religious coping often discussed within psychological literature: positive
religious coping (e.g., prayer or consulting with religious leaders) and negative religious
coping (e.g., questioning religious views, feeling angry at God). While research has
indicated potential harmful effects of negative religious practices on mental health,
positive religious coping has consistently been found to lead to better psychological
adjustment (e.g., Ano & Vasconcelles, 2004; Koenig, 2009). These findings are robust in
the U.S. and internationally, in particular among communities where mental health
stigma is more profound, as religious coping is seen as an acceptable way of dealing with
adversity (e.g., Harrison, Koenig, Hays, Eme-Akwari, & Pargament, 2001; Ward,
Wiltshire, Detry, & Brown, 2013). For this study, the term religious coping will refer to
positive religious coping practices that are used in navigating difficult situations,
problems, or making hard decisions.
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Among MENAs, religious coping is a predictor of overall better physical health
(e.g., Abu-Raiya, Hamama, & Fokra, 2015; Goldblatt, Cohen, Azaiza, & Manassa, 2012),
as well as mental health (e.g., Ahmed et al., 2011; Rajabi, Saremi, & Bayazi, 2012).
Given the ubiquity of religion in many aspects of life for MENAs, religious coping may
be used as a way to deal with the discrimination they experience. Among other minority
groups, religious coping is often used as a way to reduce the negative effects of
discrimination on mental health (e.g., Fernandez & Loukas, 2014; Hunter, & Lewis,
2010). However, the significance of this effect is less clear for MENAs, with some
studies indicating no effect of religious coping on acculturation stress or depressive
symptoms (e.g., Amer, Hovey, Fox, & Rezcallah, 2008). However, this may partly be due
to the evidence suggesting that high religiosity (and greater likelihood of using religious
coping) among MENAs is actually a risk factor for experiencing more discrimination and
overall worse psychological adjustment (Amer et al., 2008; Ikizler & Szymanski, 2018),
therefore negating the possible protective effects of religious coping.
Other studies addressing this question have had methodological concerns that
limit our ability to generalize their findings. For example, one study tested religious
coping as one indicator of an identified cultural resource latent variable which also
included religious support and ethnic identity, and did not find this to moderate against
the negative association between socio-cultural adversity and psychological distress
among Arab American adolescents (Ahmed et al., 2011). However, they did not parse out
the constructs in their latent variables to assess the specific moderating effects of
religious coping on discrimination and psychological distress, so it is unclear if there
were differences across the indicators of cultural resource. Another study found that

28
Muslims who perceived higher levels of discrimination were more engaged in religious
practices, and that higher religious attitudes buffered against the negative effects of
discrimination on self-esteem (Ghaffari & Çiftçi, 2010). However, their study assessed
for religious behavior, and not specifically religious coping, and an assumption is being
made that people are engaging in religious behaviors as a way to cope with
discrimination. This study also only tested one aspect of psychological well-being (selfesteem), and sampled Muslims broadly (not specifically MENA Muslims). As evidenced
by this literature, it is important to further understand whether MENA college students’
incorporation of religious coping helps to lessen the impact of discrimination on their
psychological adjustment, and whether these effects may differ based on religious
groups.
Clinical Implications
Providing culturally competent services to MENAs is an important ethical and
practical goal. However, U.S. therapists have reported feeling less competent in their
ability to provide culturally competent services to MENA individuals, and report that
their awareness of MENA culture is largely based on what they read in newspapers
(Sabbah, Dinsmore, & Hof, 2009). Scholars have highlighted the importance of
discussing religion when working with MENAs (e.g., Aloud & Rathur, 2009; Erickson &
Al-Timimi, 2001), although this is often not a central component of mainstream therapy
(Priester, Khalili, & Luvathingal, 2009). By understanding MENAs’ use of religious
coping when faced with discriminatory experiences, therapists will be equipped to assess
for this when working with MENAs in therapy. In addition, mental health providers can
work with religious leaders to encourage members to utilize resources offered by their
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religious centers to cope with discrimination and other social stressors. Collaboration
with religious leaders can also increase opportunities to have open discussions about
discrimination among MENAs, and the possibility of bringing psychologists to provide
more support and normalize reactions to stressors. These avenues will be less
stigmatizing for MENAs, who often turn to imams and other religious leaders when
experiencing mental health concerns (Abu-Ras, Gheith, & Cournos, 2008; Ali, Milstein,
& Marzuk, 2005).
Current Study
Researchers have not adequately examined the relation between discriminatory
events, stress appraisal, religious coping, and psychological outcomes among MENA
college students. Given evidence of heightened levels of perceived discrimination and
negative effects on mental health outcomes, it is imperative that psychologists understand
factors that may help clients cope with these negative social experiences. The current
study had two aims: (a) To examine the potential mediating effects of stress appraisal on
the association between frequency of experiencing discriminatory events and overall
psychological outcomes (see Figure 1), and (b) To examine the potential moderating
effects of religious coping in buffering against the influence of discrimination stress
appraisal on psychological distress among MENA college students. I hypothesized that
increased levels of discrimination stress appraisal will lead to more psychological
distress, and religious coping will moderate this relation. I also hypothesized that higher
frequency of experiencing discriminatory events will lead to higher appraisal of these
events as stressful, which will negatively impact overall psychological functioning. The
results of this study will allow clinicians and college counselors an understanding of
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specific factors that may serve to protect MENAs who are experiencing high levels of
discrimination in the U.S.
Method
Participants
Participants were domestic U.S. college students who reported ethnic heritage
from the MENA region. Participants were recruited through Qualtrics Panels (N = 246).
Potential participants were invited to participate via email, along with a link directing
them to the screening survey. This survey determined whether individuals were eligible,
based on the following criteria: If they (a) self-identified as MENA, according to a
question phrased: “Do you identify as Middle Eastern/North African?”, (b) were
domestic students enrolled in a college or university in the United States, and (c) were
comfortable answering questions in English. Those who met these criteria were directed
to read a Letter of Information. If they chose to proceed with the survey, they were
randomly assigned one of the three survey forms (described in more detail below).
Participants identified mostly as women (n = 143) or men (n = 98). Fifty-eight
participants were 1st generation MENAs, with others being 2nd (n = 119) or 3rd generation
(n = 43). Most participants were single (n = 157) or married (n = 77). Participants
indicated that they lived in the Northeast (n = 48), Midwest (n = 50), South (n = 83) or
West (n = 62) regions of the U.S. Many participants lived on campus (n = 107) or offcampus with family (n = 92), with the remainder living off campus alone (n = 45).
The average age of participants was 26.67 (Median = 25, Range = 18-55).
According to recent statistics on U.S. samples, these numbers are representative of
college student ages (Bastrikin, 2020). All participants self-identified as MENA in order
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to be eligible for the study, and some also identified racially commonly as White (n = 56)
or Black (n = 25). In regard to ethnicity, participants most commonly identified as Arab
(n = 81), Egyptian (n = 35), Jewish (n = 23) or with multiple ethnicities (n = 27).
Participants self-identified with 10 religion options, most commonly Christian (n = 68),
Muslim (n = 82) or Jewish (n = 27). Others identified as either not religious (n = 20) or
with multiple religions (n = 24). Of 22 countries listed, participants indicated that their
families originated most commonly from Egypt (n = 50), Iran (n = 19), Iraq (n = 18), or
multiple countries (n = 45). Demographic variables (gender, generation status, living
region, marital status, and living status) are included in Table 1.
Study Design
A planned missing design was used in order to reduce participant burden and
fatigue, while increasing the number of items available for analysis (Graham, Taylor,
Olchowski, & Cumsille, 2006). This methodology helps to reduce the overall number of
items that each participant must complete. Specifically, there were four survey sets.
Three sets (Set A, B, and C) had subsets of items from each measure, such that each had
approximately ⅓ of the full measure missing. There was also a common set of required
items (Set X), including demographic items and at least one item from each measure.

These were then combined to create three forms, all of which include Set X and two of
the three other sets with missing items (Form 1: XAB, Form 2: XAC, Form 3: XBC).
Each form had approximately 160 of 200 total questions (~20% missingness) and took
about 15-20 minutes to complete. Individuals were randomly assigned to one of these
three forms after they read a Letter of Information. Given that the data are missing by
design, data are considered to be missing completely at random (MCAR; Little,
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Jorgensen, Lang, & Moore, 2014). This procedure allowed me to utilize missing data
strategies to estimate item responses for questions that were not part of that individual’s
survey form (Rhemtulla & Hancock, 2016). This study was approved by the Utah State
University Institutional Review Board (IRB; Protocol #9628).
Measures
Religious coping. The Brief Arab Religious Coping Scale (BARCS) is a 15-item
measure developed specifically for Arab individuals to assess their use of religious
coping methods (Amer et al., 2008). It has demonstrated strong internal reliability (α =
.95), face validity, and convergent validity for use with the Arab American population
(Amer et al., 2008). Example items include, “I prayed for strength,” and “I put my
problem in God’s hands.” Item scales were on a 4-point scale ranging from 0 (Not at
all/does not apply) to 3 (Used always), with higher scores indicating greater levels of
religious coping. Items were summed to obtain total scores ranging from 0 to 45. The
Cronbach alpha for this sample ranged from .89-.91 across the imputed datasets. All
measure items can be found in Appendix D.
Discrimination. The Schedule of Racist Events – Arab American version (SREAA) assesses instances of discrimination/racism experienced by Arabs, as well as their
appraisal of the events (Moradi & Hasan, 2004). This measure was slightly modified
from the original SRE scale (Landrine & Klonoff, 1996) by replacing the word Black
with Arab. For the purposes of the current study, the word Arab was replaced with
Middle Eastern/North African. Although the original scale asks participants to indicate
how often the event happened in their lifetimes, in the past year, and the perceived
stressfulness of each event, this study only asked people to indicate their experiences over
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the past year and their perceived stressfulness in order to reduce participant burden and
minimize memory recall bias. This measure has demonstrated strong internal consistency
(Cronbach α= 0.94), discriminant validity, and convergent validity (Landrine & Klonoff,
1996). Example items include, “How many times have you been treated unfairly by
strangers because you are Middle Eastern/North African?” and “How many times have
you been treated unfairly by people that you thought were your friends because you are
Middle Eastern/North African?” A 6-point scale is used for people to indicate how often
each instance has occurred, ranging from 1 (Never) to 6 (Almost all the time), as well as
how stressful the event was, from 1 (Not at all stressful) to 6 (Extremely stressful). Items
were summed to obtain total scores, with higher scores indicating greater frequency and
perceived stressfulness of events. The Cronbach alpha for this sample ranged from .91.94 (for the frequency scale) and .93-.94 (for the appraisal scale) across the imputed
datasets.
Psychological distress. The Depression, Anxiety, & Stress Scale (DASS-21;
Henry & Crawford, 2005) is a brief self-report measure that assesses individual’s
symptoms related to depression, anxiety, and stress. Each dimension includes seven items
and demonstrated adequate reliability and validity with adult samples (Henry &
Crawford, 2005). Arabic and Persian versions of the measure indicate comparable
psychometric properties with MENA populations (Cronbach α ranged from .90 to .93)
Asghari, Saed, & Dibajnia, 2008; Moussa, Lovibond, Laube, & Megahead, 2017).
Respondents reported how much they felt each statement applied to them over the past
week. Sample items include, “I found it hard to wind down,” and “I tended to over-react
to situations.” Responses to items range from 0 (Did not apply to me at all) to 3 (Applied
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to me very much or most of the time). Items for each subscale were summed to obtain
total scores, with higher scores indicating greater levels of psychological distress. The
Cronbach alpha for this sample ranged from .92-.93 across the imputed datasets.
Demographic characteristics. I examined the following demographic factors as
potential model covariates: gender, generation status, marital status, and living status. To
reduce issues with small cell sizes, some categories were collapsed, and the variables
were converted into dummy codes. For example, given the relatively high proportion of
women in the sample, gender was coded as 0=woman, 1=other (man [n = 98],
transgender man [n = 2], gender nonconforming [n = 1]). Marital status was coded
0=single, 1=other (married, separated [n = 1], divorced [n = 5], widowed [n = 5]). For
living status, two dummy codes were created, with the reference category being living on
campus (compared to living off campus alone or off campus with family). Generation
status had 2 dummy codes as well, with the reference category as 2nd generation
(compared to 1st or 3rd and above).
Analytic Strategy
Data was analyzed using the statistical software R (R Core Team, 2019). To
examine the dataset for evidence of participants who may have responded to items
carelessly, I used “careless” R package (Yentes & Wilhelm, 2018). This process helped
to assure that there were no significant quality problems in the data set, which is
frequently a concern with online surveys (Wright, 2005). I checked for longstring
responses, which are consecutive identical responses by a participant (e.g., clicking “5”
consecutively). I also checked for excessive missingness. I created box and whisker plots
to visualize outliers for both longstring responses and missingness. Each case that seemed
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to have excessive missingness (>40 items) or longstring responses (>30 consecutive
items) was discussed in consultation with my primary research advisor. Those that we
decided could not be better explained by one’s life experience (e.g., choosing “1”
consecutively for items that span multiple measures, often indicating contradictory
responses) were removed, and cases where there could be a plausible explanation for the
longstring responses (e.g., choosing “1, Did not apply to me” for discrimination question
items, but other responses for the following measure) were kept in the dataset. This
resulted in 8 responses that were deemed poor quality and were removed from the final
dataset.
Multiple imputation was used to account for missing data. This strategy is
recommended for planned missing designs given that items are missing completely at
random (MCAR; Rhemtulla & Hancock, 2016). The multiple imputation process includes
generating a number of datasets that assign values to the missing data based on the
response patterns in the observed data. This process begins by identifying auxiliary
variables that are used to predict the missing values and help to reduce bias in the
imputed datasets (Hardt, Herke, & Leonhart, 2012; Little et al., 2014). Using the mice
package in R (van Buuren & Groothuis-Oudshoorn, 2011), I generated 50 imputations of
the original dataset. I then computed scale and subscale mean or sum score values using
items from each of the 50 imputed datasets. I also created diagnostic density plots to view
the distribution of each scale within each of the 50 datasets, which helps to ensure that
there were not any outliers among the imputed datasets. Multiple imputation has been
shown to provide unbiased results even with datasets with large proportions of
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missingness, such as with a planned missing design (Madley-Dowd, Hughes, Tilling, &
Heron, 2019).
There is often a common misconception that imputing datasets that previously
had missing values is similar to “making up data.” However, it is important to note that
the goal of multiple imputation is not to perfectly predict the missing values in any one
dataset. By repeating the procedure 50 times, and obtaining 50 different sets of values
each time, it is more likely that the pooled estimates from the datasets are more
representative of the missing data than any single set of estimates alone. The ultimate
goal of multiple imputation is to increase the likelihood that we attain values that are as
close as possible to what the observed values would have been (Harel et al., 2016; Little
et al., 2014).
To test for moderation, I first standardized the main effects (discrimination stress
appraisal and religious coping) and computed an interaction term. In step 1, I included the
main effects in the regression equation, with psychological distress as the outcome
variable. The interaction term was entered in step 2 along with the main effects. Analysis
results were pooled across the imputed datasets using the pool function of the mice
package to produce the final model estimates.
I then tested for mediation in a path modeling framework using the lavaan
package (Rosseel, 2012) in R. Frequency of discriminatory events was specified as an
indirect predictor of psychological distress, with stress appraisal of events specified as a
mediator (see Figure 1). Using the mitml package in R (Grund, Robitzsch, & Luedtke,
2009), I computed pooled path model results across the 50 multiply imputed datasets. I
then tested my mediation hypothesis using the RMediation package in R (Tofighi &
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MacKinnon, 2011), by inputting the pooled parameter estimates and standard errors for
the a and b pathways of the mediation model, and generating bias-corrected confidence
intervals (CIs) for the mediation effect. Specifically, RMediation provides bootstrapped
estimates of the indirect effects and the 95% confidence interval to judge the significance
of the indirect effect. Using this strategy, a mediation model is considered statistically
significant if the obtained confidence interval does not contain zero.
Results
Preliminary Study Analyses
Descriptive statistics and bivariate correlations for all study variables are
presented in Table 2. All variables were significantly correlated with one another.
Specifically, religious coping was positively associated with discrimination frequency,
stress appraisal, and psychological distress. Discrimination frequency was positively
associated with stress appraisal, and psychological distress. Lastly, stress appraisal and
psychological distress were positively associated. Figures 3-4 display the pattern of
discrimination frequency and stress appraisal by racial (MENA vs White) and ethnic
(Arab vs Jewish) groups within one imputed dataset. In these figures, the high correlation
between frequency and stress appraisal is apparent. MENA and Arab groups also appear
to report slightly more discrimination and stress, compared to the White and Jewish
groups. However, it is also clear that the White and Jewish groups are experiencing
discrimination at relatively high rates as well. In comparison to norms established for the
DASS-21, participants in this sample appear to endorse moderate to severe levels of
psychological distress (Lovibond & Lovibond, 1995). Specifically, the overall sample
mean for Depression scores fell into the severe range (M = 10.1), Anxiety scores fell in
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the severe range (M = 9.8), and Stress in the Moderate range (M = 10.8). Table 3 includes
ranges for the percent of participants within each category (normal, mild, moderate,
severe, extremely severe) across the 50 imputed datasets.
Model 1 (Mediation)
I first tested the mediating effects of discrimination stress appraisal on frequency
of experiencing discrimination and psychological distress (see Figure 1). The a path
(discrimination frequency influencing stress appraisal) was significant at the p < .05
level, whereas the b path (stress appraisal influencing psychological distress) was not
significant (see Table 4). According to conservative application of p-value conventions,
the findings of the bias-corrected indirect effect model indicated that stress appraisal did
not mediate the relation between discrimination frequency and psychological distress (b =
.17, SE = .08, p = .053, 95% CI = [-.00, .34]). The bias-corrected 95% confidence interval
suggested that the indirect effect could be null, but also could plausibly be meaningful in
explaining the link between higher discrimination and psychological distress.
Model 2 (Moderation)
I then tested the moderating effects of religious coping on discrimination stress
appraisal and psychological distress. In step one, religious coping and discrimination
stress appraisal were entered into the regression analysis. An initial model run also
controlled for the following demographic variables: gender, generation status, marital
status, and living status. This initial run indicated that none of the covariates were
significant predictors of psychological distress, and were not providing meaningful
information to the models. A similar model where covariates were not included also
produced similar estimates for the main effects. Thus, covariates were not included in the
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final model in order to maximize model parsimony. Results indicated that both religious
coping (b = .20, SE = .09, p = .023) and discrimination stress appraisal (b = .28, SE = .05,
p = .046) were significantly associated with psychological distress. Next, the interaction
term between religious coping and discrimination stress appraisal was added to the
regression model. The interaction term was not significant (b = .00, SE = .004, p = .37),
indicating that religious coping did not moderate the relation between discrimination
stress appraisal and psychological distress (see Table 5).
Discussion
This study examined how MENA college students’ perception of discriminatory
events as stressful and utilization of religious coping influence the negatives impacts of
discrimination on their overall psychological health. I hypothesized that (1): one’s stress
appraisal from experiencing discrimination would help explain (mediate) the relation
between discrimination frequency and psychological distress, and (2) the negative effect
of discrimination stress appraisal on psychological distress would be mitigated
(moderated) by higher levels of religious coping.
The results of this study indicated that the hypotheses were partially supported.
Specifically, the results revealed that discrimination stress appraisal may not explain the
relation between discrimination frequency and psychological distress among MENA
individuals. However, there could be multiple reasons why this is the case. First, it is
important to discuss the limitations of the SRE measure within this study. This measure
was designed such that if the individual endorsed any frequency of a discriminatory act
(e.g., discrimination in the workplace), they were asked to answer how stressful that
experience was. If the individual did not endorse frequency of the specified event, skip-
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logic was used so that they would not be asked how stressful the event was (since they
reported not experiencing the event). The structure of this measure results in a very high
correlation (.84) between frequency and appraisal, where if someone experiences any
frequency, they report at least some stressfulness. This causes concern related to
multicollinearity, where the overlap between the two variables may reduce the potential
to observe a true mediation pathway. In particular, the b path estimate (psychological
distress on stress appraisal) is likely attenuated due to the high correlation of the predictor
(discrimination) and mediator (stress appraisal). Therefore, the potential for the mediation
model to best fit the data is lower, and mediation may not be the ideal analytic strategy
considering the concerns with this measure. This research aim should be further
addressed using other modeling strategies and measures.
One way that future research could improve upon this research without the
significant measure limitations would be to obtain information regarding discrimination
and stress appraisal from day-to-day life. For example, researchers could utilize daily
diary cards or ecological momentary assessment to report on discrimination frequency in
real-time, as well as short- and long-term stress appraisal. This approach would also
relieve concerns related to memory and recall bias inherent in self-report measures.
Further, the biopsychosocial model of racism also argues that it is possible that coping
responses used while experiencing discrimination will mitigate the stressful response
associated with it, which then influences psychological distress (Clark et al., 1999). This
would be considered a moderated mediation model, with coping as the moderator
between discrimination (X) and stress appraisal (M), which then influences psychological
distress (Y). It is worthwhile for future research to utilize more objective methods to
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assess a broad range of coping skills that MENAs may use to cope with discriminatory
events and analyze whether this may be applicable.
In addition, the moderation hypothesis revealed significant main effects of
discrimination stress appraisal and religious coping predicting psychological distress,
however their interaction was not significant. Specifically, the findings suggest that at
increasing levels of religious coping and discrimination, there is an increase in
psychological distress. It is important for clinicians to understand the relevance of
addressing discrimination within therapeutic contexts, as it appears to have an impact on
psychological distress among MENA college students. In addition, while the relation
between religious coping and psychological distress is in the positive direction, it is
important not to assume that religious coping leads to an increase in distress. Due to the
cross-sectional nature of this study, it is not possible to make causal inferences. Rather, it
is likely that these constructs exist together, such that people who are experiencing high
distress are also reporting high levels of religious coping. with this in mind, it is
important that clinicians are able to assess MENAs’ use of religious coping when in
therapy, since there is evidence that those who experience distress are utilizing religious
coping. Often, it feels shameful to admit to biases held towards a certain group. It is an
important step for clinicians to become aware of the biases they may have regarding
MENAs, as clinicians’ attitudes are a central component of therapy, and one’s experience
in therapy (Sue, 1998). Doing so will help create a safe space, and foster honest and open
conversations for MENAs to feel comfortable discussing different parts of their identities,
and how their religious or cultural beliefs may affect their experiences in the U.S.
Collaborations with religious leaders can also be a less-stigmatizing avenue for
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increasing access to treatment. If religious leaders are able to advocate for members to
incorporate religious coping, and provide resources for psychological services, they may
feel less hesitant and shamed for doing so.
Of particular importance is for college counselors and staff to have the knowledge
necessary to support MENAs, given the consistently high levels of discrimination
experienced on college campuses (Bauman, 2018; Duster, 2017). One avenue is for
colleges to increase support for students who value religiosity. Given high rates of stigma
regarding seeking services for mental health, colleges can encourage students to develop
student associations centered around religiosity, to provide them with another level of
support and culturally consistent way of coping that may assist in managing
psychological distress. Further, Muslim college students have discussed the concerns they
have with practicing their religion in public spaces, and on their college campuses (Nasir
& Al-Amin, 2010). This concern may also be contributing to the positive association
between religious coping and psychological distress, where they may feel unsafe using
religious coping, but continue to engage in it given the benefits. Colleges can support
these students by providing spaces that they can pray, without the fear of others around
them making them feel unsafe, distracting them from their prayer, or creating a negative
environment for prayer. Given high levels of discrimination against Muslim students,
college campuses can also provide educational opportunities to all students, faculty, and
staff on Muslim beliefs, practices, and experiences, to help correct misunderstanding and
break stereotypes that may lead to discriminatory behavior (Ali & Bagheri, 2009).
Incorporating some of these suggestions may help MENA college students feel safer on
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their campuses and help support them in utilizing an important cultural coping
mechanism that influences their psychological well-being.
Limitations
It should be noted that there were a number of limitations in the current study.
Participants in this study self-selected by responding to Qualtrics Survey Panels and may
differ in important ways from persons who would not choose to participate in such
research. In addition, this study only included self-report, which may introduce bias. This
study was cross-sectional and causal inferences are therefore limited. Importantly, this
study focused on a very diverse group of MENAs, and the findings are being generalized
across the sample. It is likely that some of these findings may differ between smaller
groups of MENAs. However, the overall recommendation is for clinicians to use these
findings to help guide their clinical practice, and utilize dynamic sizing to assess whether
the findings may relate to a client’s experience. In particular, one hypothesis may be that
the intersecting influences of religious coping and discrimination may differ for certain
religious groups (e.g., Christians vs. Muslims), given literature identifying different
experiences with discrimination for Muslims and non-Muslims in the U.S. (e.g., Awad,
2010; Ikizler & Szymanski, 2018). Given the relatively small number of participants
within each religious group, it would be difficult to include religion as another moderator
and test a three-way interaction within this study. Figure 2 displays the association
between discrimination and psychological distress for these two religious groups at low
and high levels of religious coping (split by the median value). While challenging to
determine significant differences due to the inflation of cases (50 multiply imputed
datasets * 150 participants), this highlights the importance for future research to focus on
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smaller MENA groups to further assess some of these findings. As discussed in Chapter
I, this study included all individuals who identified as MENA, including those who
identified as White/Jewish. The inclusion of these participants may potentially be
influencing the study’s findings. In particular, individuals who identify as White or
Jewish may not experience discrimination in similar ways compared to those who
identify as solely MENA or Arab (see Figures 3-4).
Future Directions
It is important that research in this area continue to grow. Future research on the
influences of discrimination would benefit from using methodologies that have less
memory or recall bias, which often come with self-report measures. Future studies may
also consider a more thorough exploration of coping strategies used to combat the stress
associated with experiencing discrimination. In addition, it is also recommended that
future research further assess between and within group variability, to further understand
the effects of coping, discrimination, and stress appraisal on MENA college student
psychological distress.
Conclusions
The present study filled a gap in the literature regarding the influence of religious
coping and discrimination on psychological distress among MENA U.S. college students.
While the hypotheses were not confirmed, this study has important implications and was
able to add to the growing literature on the experiences of MENA individuals in the U.S.
Despite the limitations of this study, the results suggest that religious coping and
discrimination do have a direct effect on psychological distress within this population. It
is important that future studies continue to assess the interactive/explanatory effects of
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these variables, while incorporating the suggestions described previously. Scholars have
identified the importance of clinicians gaining better understanding of MENA
experiences (Sabbah et al., 2009), and more research is needed to continue growing this
literature and provide recommendations supported by evidence.

46
References
Abdulrahim, S., James, S. A., Yamout, R., & Baker, W. (2012). Discrimination and
psychological distress: Does Whiteness matter for Arab Americans? Social
Science & Medicine, 75, 2116-2123. doi:10.1016/j.socscimed.2012.07.030
Abu-Raiya, H., Hamama, L., & Fokra, F. (2015). Contribution of religious coping and
social support to the subjective well-being of Israeli Muslim parents of children
with cancer: A preliminary study. Health & Social Work, 40(3), e83-e91.
doi:10.1093/hsw/hlv031
Abu-Ras, W., Gheith, A., & Cournos, F. (2008). The Imam's role in mental health
promotion: A study at 22 mosques in New York City's Muslim
community. Journal of Muslim Mental Health, 3, 155-176.
doi:10.1080/15564900802487576
Ahmed, S. S., Kia-Keating, M., & Tsai, K. H. (2011). A structural model of racial
discrimination, acculturative stress, and cultural resources among Arab American
adolescents. American Journal of Community Psychology, 48, 181-192.
doi:10.1007/s10464-011-9424-3
Ali, O. M., Milstein, G., & Marzuk, P. M. (2005). The Imam's role in meeting the
counseling needs of Muslim communities in the United States. Psychiatric
Services, 56, 202-205. doi:10.1176/appi.ps.56.2.202
Ali, S. R., & Bagheri, E. (2009). Practical suggestions to accommodate the needs of
Muslim students on campus. New Directions for Student Services, 125, 47-54.
doi:10.1002/ss.307

47
Aloud, N., & Rathur, A. (2009). Factors affecting attitudes toward seeking and using
formal mental health and psychological services among Arab Muslim
populations. Journal of Muslim Mental Health, 4, 79–103.
http://doi.org/10.1080/15564900802487675
Amer, M. M., & Bagasra, A. (2013). Psychological research with Muslim Americans in
the age of Islamophobia. American Psychologist, 68, 134–144.
http://doi.org/10.1037/a0032167
Amer, M. M., Hovey, J. D., Fox, C. M., & Rezcallah, A. (2008). Initial development of
the Brief Arab Religious Coping Scale (BARCS). Journal of Muslim Mental
Health, 3, 69–88. http://doi.org/10.1080/15564900802156676
Amer, M. M., & Kayyali, R. A. (2016). Religion and religiosity: Christian and Muslim
faiths, diverse practices, and psychological correlates. In M. M. Amer & G. H.
Awad (Eds.), Handbook of Arab American Psychology (pp. 48–62). New York,
NY: Routledge.
Aneshensel, C. S. (1992). Social stress: Theory and research. Annual Review of
Sociology, 18, 15–38.
Ano, G. G., & Vasconcelles, E. B. (2004). Religious coping and psychological
adjustment to stress: A meta-analysis. Journal of Clinical Psychology, 61, 461480. doi:10.1002/jclp.20049
Arab American Institute (2018). Demographics. Retrieved from:
https://www.aaiusa.org/demographics

48
Asghari, A., Saed, F., & Dibajnia, P. (2008). Psychometric properties of the depression
anxiety and stress scale (DASS-21) in a non-clinical Iranian population.
International Journal of Psychology, 2, 82-102.
Awad, G. H. (2010). The impact of acculturation and religious identification on perceived
discrimination for Arab/Middle Eastern Americans. Cultural Diversity and Ethnic
Minority Psychology, 16, 59–67. http://doi.org/10.1037/a0016675
Awad, G. H., Kia-Keating, M., & Amer, M. M. (2019). A model of cumulative racialethnic trauma among Americans of Middle Eastern and North African (MENA)
descent. American Psychologist, 74, 76-87. doi:10.1037/amp0000344
Banks, K. H., Kohn-Wood, L. P., & Spencer, M. (2006). An examination of the African
American experience of everyday discrimination and symptoms of psychological
distress. Community Mental Health Journal, 42, 555-570. doi:10.1007/s10597006-9052-9
Bastrikin, A. (2020, March 07). College Enrollment & Student Demographic Statistics.
Educationdata.org. Retrieved from https://educationdata.org/college-enrollmentstatistics/
Bauman, D. (2018, February 16). After 2016 election, campus hate crimes seemed to
jump. Here’s what the data tell us. The Chronicle of Higher Education. Retrieved
from https://www.chronicle.com/article/After-2016-Election-Campus/242577
Brody, G. H., Chen, Y., Murry, V. M., Ge, X., Simons, R. L., Gibbons, F. X., Gerrard,
M. & Cutrona, C. E. (2006). Perceived discrimination and the adjustment of
African American youths: A five-year longitudinal analysis with contextual

49
moderation effects. Child Development, 77, 1170-1189. doi:10.1111/j.14678624.2006.00927.x
Camarota, S. A. (2002, August 1). Immigrants from the Middle East: A profile for the
foreign-born population from Pakistan to Morocco. Center for Immigration
Studies. Retrieved from http://www.cis.org/articles/2002/back902.html
Clark, R., Anderson, N. B., Clark, V. R., & Williams, D. R. (1999). Racism as a stressor
for African Americans: A biopsychosocial model. American Psychologist, 54,
805-816. doi:10.1037/0003-066X.54.10.805
Clarke, K. (2017, December 8). The supreme court and stereotyping—why the justices
must reject the Muslim ban. Huffington Post. Retrieved from
https://www.huffingtonpost.com/entry/the-supreme-court-and-stereotypingwhythe-justices_us_5a2ae23ee4b0d7c3f2622273
Correll, J., Judd, C. M., Park, B., & Wittenbrink, B. (2010). Measuring prejudice,
stereotypes and discrimination. In J. F. Dovidio, M. Hewstone, P. Glick, & V. M.
Esses (Eds.), The Sage Handbook of Prejudice, Stereotyping, and Discrimination.
Thousand Oaks, CA: Sage.
Duster, C. R. (2017, October 1). With rise in racially charged incidents on campus,
colleges work to ease students’ fears. NBC News. Retrieved from
https://www.nbcnews.com/news/nbcblk/rise-racially-charged-incidents-campuscolleges-work-ease-students-fears-n806241
Elbaba, R. (2016, December 19). Children, students bearing brunt of hate trend. Arab
American Institute. Retrieved from
http://www.aaiusa.org/children_students_bearing_brunt_of_hate_trend

50
Erickson, C. D., & Al-Timimi, N. R. (2001). Providing mental health services to Arab
Americans: recommendations and considerations. Cultural Diversity & Ethnic
Minority Psychology, 7, 308–327. http://doi.org/10.1037/1099-9809.7.4.308
Federal Bureau of Investigation. (2017). Hate crime incidents, offenses, victims, and
known offenders by bias motivation, 2016. Retrieved August 19, 2018,
from https://ucr.fbi.gov/hate-crime/2016/tables/table-1.
Fernandez, A., & Loukas, A. (2014). Acculturation and religious coping as moderators of
the association between discrimination and depressive symptoms among
Mexican-American vocational students. Journal of Immigrant and Minority
Health, 16, 1290-1293. doi:10.1007/s10903-013-9952-z
Ghaffari, A., & Çiftçi, A. (2010). Religiosity and self-esteem of Muslim immigrants to
the United States: The moderating role of perceived discrimination. International
Journal for the Psychology of Religion, 20, 14-25.
doi:10.1080/10508610903418038
Goforth, A. N. (2011). Acculturation and psychological adjustment among Arab
American adolescents. Dissertation Abstracts International, 72, 6440.
Goldblatt, H., Cohen, M., Azaiza, F., & Manassa, R. (2012). Being within or being
between? The cultural context of Arab women’s experience of coping with breast
cancer in Israel. Psycho-Oncology, 22, 869-875.
10.1080/17437199.2013.816205doi:10.1002/pon.3078
Graham, J. W., Taylor, B. J., Olchowski, A. E., & Cumsille, P. E. (2006). Planned
missing data designs in psychological research. Psychological Methods, 11, 323–
343. http://doi.org/10.1037/1082-989X.11.4.323

51
Grund, S., Robitzsch, A., Luedtke, O. (2019). mitml: Tools for multiple imputation in
multilevel modeling. R package version 0.3-7. Retrieved from https://CRAN.Rproject.org/package=mitml
Haddad, Y. Y. (1994). Maintaining the faith of the fathers: Dilemmas of religious identity
in the Christian and Muslim Arab-American communities. In E. N. McCarcus
(Ed.), The development of Arab-American identity (pp.61-84). Ann Arbor, MI:
University of Michigan Press.
Hardt, J., Herke, M., & Leonhart, R. (2012). Auxiliary variables in multiple imputation in
regression with missing X: A warning against including too many in small sample
research. BMC Medical Research Methodology. BMC Medical Research
Methodology, 12. http://doi.org/10.1186/1471-2288-12-184
Harel, O., Mitchell, E. M., Perkins, N. J., Cole, S. R., Tchetgen Tchetgen, E. J., Sun, B.,
& Schisterman, E. F. (2018). Multiple imputation for incomplete data in
epidemiologic studies. American Journal of Epidemiology, 187, 576-584.
doi:10.1093/aje/kwx349
Harrison, M. O., Koenig, H. G., Hays, J. C., Eme-Akwari, A. G., & Pargament, K. I.
(2001). The epidemiology of religious coping: A review of recent
literature. International Review of Psychiatry, 13(2), 86-93.
doi:10.1080/09540260120037317
Henry, J. D., & Crawford, J. R. (2005). The short-form version of the Depression Anxiety
Stress Scales (DASS-21): Construct validity and normative data in a large nonclinical sample. British Journal of Clinical Psychology, 44, 227–239. https://doiorg.dist.lib.usu.edu/10.1348/014466505X29657

52
Hunter, C. D., & Lewis, M. E. (2010). Coping with racism: A spirit-based psychological
perspective. In J. L. Chin (Ed.), The psychology of prejudice and discrimination,
A revised and condensed edition. (pp. 209-222). Santa Barbara, CA, US:
Praeger/ABC-CLIO.
Ibish, H. (Ed.) (2001). 1998-2000 report on hate crimes and discrimination against Arab
Americans. Washington, D.C.: American-Arab Anti-Discrimination Committee.
Ibish, H. (2003). Report on hate crimes and discrimination against Arab Americans: The
post-September 11th backlash, September 11, 2001-October 11, 2002. Washington
D.C.: Arab-American Anti-Discrimination Committee.
Ikizler, A. S., & Szymanski, D. M. (2018). Discrimination, religious and cultural factors,
and Middle Eastern/Arab Americans’ psychological distress. Journal of Clinical
Psychology, 74, 1219-1233. doi:10.1002/jclp.22584
King, K. R. (2005). Why is discrimination stressful? The mediating role of cognitive
appraisal. Cultural Diversity and Ethnic Minority Psychology, 11, 202-212.
doi:10.1037/1099-9809.11.3.202
Kira, I. A., Amer, M. M., & Wrobel, N. H. (2014). Arab refugees: Trauma, resilience,
and recovery. In S. C. Nassar-McMillan, K. J. Ajrouch, & J. Hakim-Larson
(Eds.), Biopsychosocial Perspectives on Arab Americans: Culture, Development,
and Health (pp. 175–195). New York, NY, US: Springer Science + Business
Media. doi: 10.1007/978-1-4614-8238-3
Koenig, H. G. (2009). Research on religion, spirituality, and mental health: A review. The
Canadian Journal of Psychiatry, 54, 283-291. doi:10.1177/070674370905400502

53
Krogstad, J. M. (2014, March 24). Census Bureau explores new Middle East/North
Africa ethnic category. Pew Research Center. Retrieved from
http://www.pewresearch.org/fact-tank/2014/03/24/census-bureau-explores-newmiddle-eastnorth-africa-ethnic-category/
Kwate, N. A., & Goodman, M. S. (2015). Cross-sectional and longitudinal effects of
racism on mental health among residents of Black neighborhoods in New York
City. American Journal of Public Health, 105, 711-718.
doi:10.2105/AJPH.2014.302243
Landrine, H., & Klonoff, E. A. (1996). The Schedule of Racist Events: A measure of
racial discrimination and a study of its negative physical and mental health
consequences. Journal of Black Psychology, 22, 144–168.
doi:10.1177/00957984960222002
Little, T. D., Jorgensen, T. D., Lang, K. M., & Moore, E. W. (2014). On the joys of
missing data. Journal of Pediatric Psychology, 39, 151-162.
doi:10.1093/jpepsy/jst048
Lovibond, S.H. & Lovibond, P.F. (1995). Manual for the Depression Anxiety & Stress
Scales. (2nd Ed.) Sydney: Psychology Foundation.
Madley-Dowd, P., Hughes, R., Tilling, K., & Heron, J. (2019). The proportion of missing
data should not be used to guide decisions on multiple imputation. Journal of
Clinical Epidemiology, 110, 63-73. http://doi.org/10.1016/j.jclinepi.2019.02.016
Moradi, B., & Hasan, N. T. (2004). Arab American persons’ reported experiences of
discrimination and mental health: The mediating role of personal control. Journal
of Counseling Psychology, 51, 418-428. doi:10.1037/0022-0167.51.4.418.

54
Moussa, M. T., Lovibond, P., Laube, R., & Megahead, H. A. (2017). Psychometric
properties of an Arabic version of the Depression Anxiety Stress Scales
(DASS). Research on Social Work Practice, 27b, 375–386. https://doiorg.dist.lib.usu.edu/10.1177/1049731516662916
Nasir, N. S., & Al-Amin, J. (2010). Creating identity-safe spaces on college campuses for
Muslim students. Change, 2006, 22–27. https://doi.org/10.3200/CHNG.38.2.2227
Padela, A. I., & Heisler, M. (2010). The association of perceived abuse and
discrimination after September 11, 2001, with psychological distress, level of
happiness, and health status among Arab Americans. American Journal of Public
Health, 100, 284-291. doi:10.2105/AJPH.2009.164954
Pincus, F. L. (1996). Discrimination comes in many forms. American Behavioral
Scientist. http://doi.org/10.1177/0002764296040002009
Priester, P. E., Khalili, S., & Luvathingal, J. E. (2009). Placing the soul back into
psychology: Religion in the psychotherapy process. In S. Eshun & R. R. Gurung,
S. (Eds.), Culture and mental health: Sociocultural influences, theory, and
practice (pp. 91-114). Wiley-Blackwell. doi:10.1002/9781444305807.ch6
R Core Team (2019). R: A language and environment for statistical computing. R
Foundation for Statistical Computing, Vienna, Austria. https://www.Rproject.org/.
Rajabi, M., Saremi, A. A., & Bayazi, M. H. (2012). The relationship between religious
coping patterns, mental health and happiness. Journal of Iranian Psychologists, 8,
363-372. http://dx.doi.org/10.5539/gjhs.v9n1p130

55
Rhemtulla, M., & Hancock, G. R. (2016). Planned missing data designs in educational
psychology research. Educational Psychologist, 51, 305–316. https://doiorg.dist.lib.usu.edu/10.1080/00461520.2016.1208094
Rosseel, Y. (2012). lavaan: An R Package for Structural Equation Modeling. Journal of
Statistical Software, 48, 1-36.
Rousseau, C., Hassan, G., Moreau, N., & Thombs, B. D. (2011). Perceived
discrimination and its association with psychological distress among newly
arrived immigrants before and after September 11, 2001. American Journal of
Public Health, 101, 909-915. doi:10.2105/AJPH.2009.173062
Sabbah, M. F., Dinsmore, J. A., & Hof, D. D. (2009). A comparative study of the
competence of counselors in the United States in counseling Arab Americans and
other racial/ethnic groups. International Journal of Psychology: A
Biopsychosocial Approach, 4, 29-45.
Schmitt, M. T., Branscombe, N. R., Postmes, T., & Garcia, A. (2014). The consequences
of perceived discrimination for psychological well-being: A meta-analytic
review. Psychological Bulletin, 140, 921-948. doi:10.1037/a0035754
Shaheen, J. G. (2003). Reel bad Arabs: How Hollywood vilifies a people. Annals of The
American Academy of Political and Social Science, 588, 171-193.
doi:10.1177/0002716203588001011
Shammas, D. (2017). Underreporting discrimination among Arab American and Muslim
American community college students: Using focus groups to unravel the
ambiguities within the survey data. Journal of Mixed Methods Research, 11, 99123. doi:10.1177/1558689815599467

56
Sue, S. (1998). In search of cultural competence in psychotherapy and
counseling. American Psychologist, 53, 440-448. doi:10.1037/0003066X.53.4.440
Taylor, K. (2017, April 17). Colleges forced to address rise in anti-Muslim, anti-Semitic
rhetoric on campuses. Insight into Diversity. Retrieved from
http://www.insightintodiversity.com/colleges-forced-to-address-rise-in-antimuslim-anti-semitic-rhetoric-on-campuses/
Ten days after: Harassment and intimidation in the aftermath of the election (2016,
November 29). Southern Poverty Law Center. Retrieved from
https://www.splcenter.org/20161129/ten-days-after-harassment-and-intimidationaftermath-election
Tofighi, D. & MacKinnon, D. P. (2011). RMediation: An R package for mediation
analysis confidence intervals. Behavior Research Methods, 43, 692--700.
doi:10.3758/s13428-011-0076-x
van Buuren, S., & Groothuis-Oudshoorn, K. (2011). mice: Multivariate Imputation by
Chained Equations in R. Journal of Statistical Software, 45, 1-67.
https://www.jstatsoft.org/v45/i03/.
Ward, E. C., Wiltshire, J. C., Detry, M. A., & Brown, R. L. (2013). African American
men and women's attitude toward mental illness, perceptions of stigma, and
preferred coping behaviors. Nursing Research, 62, 185-194.
doi:10.1097/NNR.0b013e31827bf533

57
Willingham, A. (2017, November 17). Hate crimes rose in 2016- especially among
Muslims and Whites. Retrieved from https://www.cnn.com/2017/11/14/us/hatecrimes-muslim-white-fbi-trnd/index.html
Wrobel, N. H., & Paterson, A. (2014). Mental health risks in Arab Americans across the
lifespan. In S. C. Nassar-McMillan, K. J. Ajrouch, & J. Hakim-Larson (Eds.),
Biopsychosocial Perspectives on Arab Americans: Culture, Development, and
Health (pp. 197–228). New York, NY, US: Springer Science + Business Media.
doi:10.1007/978-1-4614-8238-3
Yentes, R. D., & Wilhelm, F. (2018). careless: Procedures for computing indices of
careless responding. R package version 1.1.3.
Yip, T. (2015). The effects of ethnic/racial discrimination and sleep quality on depressive
symptoms and self-esteem trajectories among diverse adolescents. Journal of
Youth and Adolescence, 44, 419-430. doi:10.1007/s10964-014-0123-x
Younes, L. (2017, August). Here are the hate incidents against mosques and Islamic
centers since 2013. Retrieved from
https://projects.propublica.org/graphics/mosques
Zogby International (2008). Arab Views of Leadership, Identity, Institutions and Issues of
Concern: Zogby Middle East Opinion Poll 2007. Retrieved from:
https://d3n8a8pro7vhmx.cloudfront.net/aai/pages/9753/attachments/original/1431
961515/ArabViews_2007.pdf?1431961515

58
Table 1. Participant Demographics
Participant Demographics
Gender
Man
Woman
Transgender Man
Transgender Woman
Gender non-conforming
Generation status
1st
2nd
3rd
4th
Other
Living Region
Northeast
Midwest
South
West
Marital Status
Married
Single
Widowed
Divorced
Separated
Living Status
On campus
Off-campus with family
Off campus alone

n (%)
n = 244
98 (40.2)
143 (58.6)
2 (0.8)
0 (0.0)
1 (0.4)
n = 242
58 (24.0)
119 (49.2)
43 (17.8)
19 (7.9)
3 (1.2)
n = 243
48 (19.8)
50 (20.6)
83 (34.2)
62 (25.5)
n = 245
77 (31.4)
157 (64.1)
5 (2.0)
5 (2.0)
1 (0.4)
n = 244
107 (43.9)
92 (37.7)
45 (18.4)
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Table 2. Measure Descriptives and Bivariate Correlations
Variables

1

2

3

1. Religious coping

25.9
(10.5)

2. Stress appraisal

.20*

29.3
(20.1)

3. Discrimination frequency

.20*

.84*

24.3
(17.1)

4. Psychological distress

.22*

.41*

.41*

4

Range
0-45
0-85
0-85

30.9
(14.6)

0-63

Note: Variable sums and standard deviations are presented along the diagonal line, Sum(SD).
*p<.05.
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Table 3. Descriptives of participants’ psychological distress across three subscales
Psychological distress
Depression
Normal
Mild
Moderate
Severe
Extremely severe
Anxiety
Normal
Mild
Moderate
Severe
Extremely severe
Stress

% range*
16-22
4-10
17-25
18-29
25-35
13-19
2-7
11-17
8-18
50-57

Normal
24-30
Mild
6-15
Moderate
15-24
Severe
24-34
Extremely severe
10-18
*Represents the percent range of participants within each category across imputed
datasets
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Table 4. Model Estimates for Mediation Analyses
SE
.05

p value

a path (M on X)

b
.99

b path (Y on M)

.17

.09

.052

a*b path (indirect effect)

.17

.09

.053

c’ path (direct effect; Y on X)

.18

.11

.09

Total effect
.35
.05
Bolding indicates significance at the p < .05 level.

.00

95% CI

.000
[-.002, .34]
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Table 5. Model Estimates for Moderation Analyses

Step 1:
Main effects
Step 2:
Moderation

SE

p value

95% CI

Religious coping

b
0.20

.09

.02

[.03, .38]

Stress appraisal

0.28

.05

.00

[.19, .37]

Religious coping

0.19

.09

.04

[.01, .37]

Stress appraisal

0.29

.05

.00

[.19, .38]

Coping*Stress
-.00
.00
.37
Bolding indicates confidence intervals that do not contain zero (p < .05).

[-.01, .01]
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Figure 1. Figure depicting mediation model of stress appraisal mediating the relation
between discrimination frequency and psychological distress. Coefficient of indirect
effect (a*b) is .17. *p < .05. **p < .01. ***p < .001.
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Figure 2. The association between discrimination and psychological distress at low and
high levels of religious coping (by median split) between Christian and Muslim
participants (across all 50 imputed datasets).
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Figure 3. Pattern of discrimination frequency and stress appraisal by racial group within
one imputed dataset.
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Figure 4. Pattern of discrimination frequency and stress appraisal by ethnic group within
one imputed dataset.
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CHAPTER III
STUDY 2
This second study presents data related to expectancies for alcohol and cannabis
use, as well as actual use among MENA college students. It is currently being prepared
for submission to a peer-reviewed journal.
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Abstract
College students are at disparate risk for engaging in alcohol and cannabis use.
Despite traditional social customs and stereotypes that suggest otherwise, Middle
Eastern/North African (MENA) students are also at high risk for utilizing substances, in
particular when in college. Substantial research has shown that positive expectancies of
using substances (e.g., alcohol contributing to higher sociability, increased confidence)
are strong predictors of actual use; however, it is uncertain whether this is applicable for
MENAs. It is also important to understand the role that MENA cultural context plays in
substance use. Of particular relevance is the unique cultural emphasis on family honor
(respect and social standings that families hold) and loss of face (social integrity). This
study tested four mediation hypotheses whereby higher endorsement of these cultural
values would influence alcohol/cannabis use by shaping expectancies for use. Data were
collected from MENA college students (N = 246) through Qualtrics Panels. The results
suggested that family honor and loss of face influenced cannabis use through
expectancies of use, as well as alcohol use through expectancies of use. Further, the
relation between cultural values and marijuana expectancies, as well as family honor and
alcohol expectancies, was unexpectedly in the positive direction. Discussion focuses on
the implications of these findings for therapists/counselors, as well as suggestions for
future research directions. This study contributes to the limited body of literature focused
on substance use among MENA individuals, and highlights the importance of furthering
this research in order to support mental health providers working on substance use issues
among MENA college students.
Keywords: MENA, Middle Eastern American, alcohol use, marijuana use,
expectancies, loss of face, family honor
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Cultural influences on alcohol/cannabis expectancies and use among MENA U.S. college
students
College students in the U.S. are notorious for their consumption of alcohol, and
more recently, their increasing use of cannabis. With 30 states in the U.S. now legalizing
medicinal cannabis and eight legalizing recreational use (“State marijuana laws”, 2019),
college students are engaging in cannabis use at even higher rates than before (Jones,
Jones, & Peil, 2018). Data from the Monitoring the Future survey indicate that past 30day cannabis use among this age group are greater than other age groups, and college
students are 50% more likely to use cannabis when compared to peers not enrolled in
college (National Institute of Drug Abuse, 2017). College students aged 18-22 also have
the highest rates of excessive alcohol use, and enrollment in college serves as a risk factor
for greater alcohol use (Schulenberg et al., 2017; Substance Abuse and Mental Health
Services Administration [SAMHSA], 2019). While low and moderate levels alcohol and
marijuana use may be normative, data suggests that 1 in 7 college students aged 18-22
will meet criteria for a substance use disorder, and are at high risk for engaging in
problematic behaviors from misuse, such as underage use, excessive drinking,
unprotected sex, and driving under the influence (SAMHSA, 2019). Substance misuse
can cause significant impairment, including poorer academic performance,
neurocognitive impairments, and poorer mental health (Ashenhurst & Fromme, 2018;
Karila et al., 2014; White & Hingson, 2013). College students also report high rates of
positive expectancies (e.g., feeling less shy, reducing muscle tension) and lower rates of
negative expectancies (e.g., harder to concentrate, saying embarrassing things) for using
alcohol and cannabis, which directly influence their likelihood of problematic use
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(Brackenbury, Ladd, & Anderson, 2016; McBride, Barret, Moore, & Schonfeld, 2014).
Given the well-established short- and long-term effects of abusing alcohol and cannabis
on overall life outcomes, a better understanding of alcohol and cannabis misuse in college
students is important for optimizing public health.
The cultural and religious customs of Middle Eastern/North African (MENA)
individuals with regard to alcohol and cannabis use have been a barrier for research with
this group (Arfken & Ahmed, 2016). The fairly limited evidence suggests that alcohol
and cannabis abuse does occur among MENA individuals, and the limited research poses
a problem for developing prevention programs aimed towards the population (Arfken,
Arnetz, Fakhouri, Ventimiglia, & Jamil, 2011; Hammad, Arfken, Rice, & Said, 2014).
MENAs have also reported feeling that their cultural background is not understood or
addressed in substance abuse treatment by U.S. therapists (Arfken, Berry, & Owens,
2009). Therefore, it is important that research is conducted to understand the role of
specific cultural factors in influencing the expectancies that MENA college students have
regarding use of alcohol and cannabis, along with actual misuse. The aim of this study is
to address this gap in our understanding of MENA college students, by assessing how
cultural factors influence expectances and misuse of alcohol and cannabis.
Alcohol and Cannabis Use Among MENAs
Although MENAs identify with a large variety of religious groups (e.g.,
Christianity, Judaism, Druze), Islam remains the majority religion throughout the MENA
region. According to the Qur’an, alcohol consumption is prohibited among Muslims, and
those who engage in such behavior should be punished (Michalak & Trocki, 2006).
Therefore, many MENA countries have laws prohibiting selling, consuming, and
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possessing alcohol. There is also a significant amount of stigma related to engaging in
any alcohol or cannabis use among MENA populations, regardless of whether the use is
problematic (Arfken et al., 2009). These stigmas are found beyond Muslim MENAs, as
the restrictions of use have influenced the cultural attitudes and social pressures across
the region, and are not solely due to religious association (Arfken et al., 2011). Due to
these religious restrictions and cultural norms regarding use, alcohol and cannabis use are
not common behaviors discussed within MENA communities, and engagement in alcohol
or cannabis use is often done in secret (Michalak & Trocki, 2006).
As a direct effect of the stigma related to using alcohol and cannabis, as well as
concerns with MENAs not being represented in national surveys, precise prevalence rates
for use among MENAs are not available. To help navigate the barriers of surveys not
including MENAs as a racial/ethnic category, some researchers have pulled from
demographic questions inquiring about place of birth to generate estimates for those who
emigrated to the U.S. However, this method limits the ability to get an accurate
representation of MENAs in the U.S., since it only includes immigrant MENAs (Arfken
& Grekin, 2016). One study that used this method found that about 50% of 1st generation
Arab Americans engaged in alcohol use across their lifetimes, with approximately 18%
lifetime cannabis use (Arfken et al., 2011; Arfken, Broadbridge, Jamil, & Arnetz, 2014;
Arfken, Jamil, & Arnetz, 2012). These numbers are likely lower than what would be
representative of the population, as alcohol and cannabis use is typically lower among
immigrant groups compared to those in later generations (e.g., Peña et al., 2008).
Estimates of use among Muslim college students have indicated that 50% of students
consumed alcohol in the past year and about a quarter report using cannabis in the past
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year (Abu-Ras, Ahmed, & Arfken, 2010; Ahmed, Abu-Ras, & Arfken, 2014). While
involvement in religious activities serves as a protective factor for using alcohol among
Muslim college students, about a quarter of those who report religious activities as very
important also report use of alcohol (Abu-Ras et al., 2010). These numbers are likely to
be underreports of reality, due to stigmas attached to Muslims using alcohol and cannabis
and therefore denying engagement in these behaviors (Arfken et al., 2009). These limited
data provide some evidence that a sizable segment of MENA individuals do indeed
engage in substance use behaviors, despite their religious and cultural identities where
substance use tends to be highly stigmatized. It is important that research understands
cultural and individual correlates of substance use in order to inform prevention and
intervention efforts for this population.
Theoretical Framework: Alcohol and Cannabis Expectancies
Expectancies regarding alcohol and cannabis use are strong predictors of
individual’s likelihood of engaging in misuse. The alcohol expectancy theory posits that
positive and negative alcohol expectancies serve as the mechanism by which other risk
factors (e.g., parental modeling, biological vulnerability) influence whether one will
engage in problematic alcohol use (Smith & Goldman, 1994). At an early age, children
begin to develop cognitive representations (expectancies) regarding the effects that using
alcohol has on behavior, which highly predict later alcohol misuse (e.g., Clark, Ringwalt,
& Shamblen, 2011; Goldman, 2002; Jones, Corbin, & Fromme, 2001). This theory has
also extended to apply similarly for cannabis misuse (e.g., Buckner, 2013). Positive
expectancies related to engaging in cannabis and alcohol use can generally range from
having higher sociability, increased sexual opportunities, an increase in one’s confidence,
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and function as a distraction from stressors (Torrealday et al., 2008; Willner, 2001).
Negative expectancies for using cannabis and alcohol include beliefs that engaging in use
will lead to unpleasant outcomes, such as having headaches, clumsiness, or being more
aggressive (George et al., 1995). Positive expectancies of using alcohol and cannabis
have consistently predicted substance misuse among college students, regardless of
whether they are underage for legally drinking, or if cannabis is illegal in their state
(Brackenbury et al., 2016; Buckner, 2013; Curry, Scott, Bulotaite, & Freng, 2017;
McBride et al., 2014). Research on the influence of negative expectancies is more mixed,
with some research indicating a strong protective effect (Buckner, 2013), and other
research finding that despite the negative effects experienced, students still engage in
high levels of use (e.g., Logan, Henry, Vaughn, Luk, & King, 2012; Stamates, LauBarraco, & Linden-Carmichael, 2016).
Cannabis and alcohol expectancies are often influenced by norms regarding use,
which are received by one’s cultural context and background. Typically, individuals who
are raised in countries with norms of alcohol and cannabis use being more acceptable will
have higher levels of positive expectancies for using these substances, whereas those in
countries with less common usage and negative norms regarding use will have higher
levels of negative expectancies (Bergmark & Kuendig, 2008). When MENAs are
enrolled in U.S. college campuses, they are also exposed to the norms of engaging in
substance use behaviors through other peers. These novel experiences may influence
increases in positive expectancies, which could begin to outweigh their negative
expectancies. With the relatively easy accessibility of alcohol and cannabis in the U.S.
compared to MENA countries, it is important to consider the risk that MENA college
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students may be at for experiencing shift in their expectancies, and therefore, their
increased likelihood of engaging in problematic alcohol/cannabis use.
Cultural Factors
Given the potential risk for a change in expectancies when MENAs are in college,
it is important to understand the role of cultural factors in shaping these expectancies. As
previously discussed, legal regulations and religious restrictions in MENA countries
protect against use of alcohol and cannabis in their home countries. MENA culture is also
frequently described as being collectivistic, meaning the well-being of the group is
valued over individual well-being (Hakim-Larson, Kamoo, Nassar-McMillan, &
Porcerelli, 2007). Family reputation is also very important, and family members are
taught early on to consider how their behaviors will influence how the family is perceived
(Erickson & Al-Timimi, 2001). Related to the importance of reputation is the construct of
family honor, which describes the respect and social standings that families hold. When
people engage in “dishonorable behavior” (such as any level of alcohol or cannabis use),
they directly influence their family honor and devalue the family name (Harb, 2016). In
addition, they are often socialized to protect their social integrity, and threats to one’s
social integrity are often referred to as loss of face. Engaging in any alcohol and cannabis
use may lead to this loss of face, and directly reflects their family’s reputation (Erickson
& Al-Timimi, 2001). While family honor and loss of face have been discussed at length
as important MENA cultural factors, they have not been studied in relation to
expectancies for alcohol/cannabis use, nor for actual abuse. Although low or moderate
levels of alcohol/marijuana use in college may be normative within mainstream culture, it
may still cause family concern for MENAs to engage in even minimal use. I hypothesize
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that family honor and loss of face may serve to reduce alcohol and cannabis use in part
by shaping substance use expectancies.
Some prior research has examined the influences of cultural values on substance
use expectancies among non-MENA groups. For example, one study sampling Latinx,
Black, Asian, and White adolescents found that higher levels of parental respect and
family values were associated with lower levels of positive alcohol expectancies, and
therefore lower actual alcohol use (Shih, Miles, Tucker, Zhou, & D’Amico, 2012). This
study also found that higher parental respect and family values were associated with
higher negative expectancies, although negative expectancies were not associated with
lower levels of alcohol use. Another study found that adolescents in China who endorsed
more Chinese cultural values had lower positive alcohol expectancies and higher negative
expectancies than those who endorsed more “Western” values, which also protected them
from using alcohol (Shell, Newman, & Xiaoyi, 2010). Overall, this research suggests that
maintaining strong connection to one’s traditional culture and cultural values help shape
alcohol expectancies, which might then have an influence on actual use. For MENAs, it
may be that those who more highly endorse the cultural values of family honor and
saving face will internalize the perceptions of their communities that engaging in any
substance use is highly frowned upon and devalues the family name. The more likely
they are to have these beliefs, the less likely they might be to expect that engaging in
substance use would make people feel good, relaxed, or friendlier, making them less
likely to engage in use.
Clinical Implications
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An understanding of how cultural factors influence substance use expectancies
and behavior will help clinicians by giving them insight into the lives of MENAs, and
how culture influences their daily decision making. MENAs in one study reflected on
their time in substance abuse treatment, and shared that they “Can’t really open up [to
someone who does not understand the culture],” and that they “Needed someone to
understand my customs, to understand why our problem is there, to understand how to
deal with our problem” (Arfken et al., 2009, p. 40-41). Since “cultural-matching” is not
always feasible, it is important that clinicians have more information available to them
regarding the influences of MENA cultural values on substance use in order provide
more culturally competent services (Jacob & Kuruvilla, 2012). The information from this
study has the ability to increase clinicians’ knowledge (one element of cultural
competence; Sue, 1998) of MENA cultural context, which will facilitate discussions
about the importance of these constructs with MENA clients.
Current Study
The current study aims to understand whether loss of face and family honor will
influence cannabis use through higher levels of positive cannabis expectancies (see
Figures 1-2), and whether loss of face and family honor will influence problematic
alcohol use through higher levels of positive alcohol expectancies (see Figures 3-4).
While low levels of alcohol and marijuana do not typically pose a risk for individuals,
due to the stigmatizing and negative perception of any alcohol or marijuana use among
MENAs, this paper will include individuals at all levels of use. Studying problematic
alcohol and cannabis use among MENAs is particularly relevant, as college students are
more likely to be engaging in these behaviors, this may be the first experience that many
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MENA students have had living outside of their family home. An understanding of these
relations will help substance abuse treatment providers, as well as college and university
alcohol/cannabis abuse prevention programs, better target their language and content to
incorporate these cultural considerations. Given the perceived lack of cultural
understanding that MENAs experience with mental health professionals, it is crucial that
this information is available to those serving MENA college students.
Method
Participants
Participants were domestic U.S. college students who reported ethnic heritage
from the MENA region. Participants were recruited through Qualtrics Panels (N = 246).
Potential participants were invited to participate via email to first determine whether
individuals were eligible, based on the following criteria: If they (a) self-identified as
MENA, according to a question phrased “Do you identify as Middle Eastern/North
African?”, (b) were domestic students enrolled in a college or university in the U.S., and
(c) were comfortable answering questions in English. Those who met these criteria were
directed to read a Letter of Information.
Demographic variables (gender, generation status, living region, marital status,
and living status) are included in Table 1. The average age of participants was 26.67
(Median = 25, Range = 18-55). Participants identified mostly as women (n = 143) or men
(n = 98). Fifty-eight participants were 1st generation MENAs. Most participants were
single (n = 157). Participants indicated that they lived in the Northeast (n = 48), Midwest
(n = 50), South (n = 83) or West (n = 62) regions of the U.S. Many participants lived on
campus (n = 107) or off-campus with family (n = 92), with the remainder living off
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campus alone (n = 45). All participants self-identified as MENA in order to be eligible
for the study, and some also identified racially commonly as White (n = 56) or Black (n =
25). Participants most commonly identified ethnically as Arab (n = 81), Egyptian (n =
35), or Jewish (n = 23). Participants self-identified most commonly as Christian (n = 68),
Muslim (n = 82) or Jewish (n = 27). Participants indicated that their families originated
most commonly from Egypt (n = 50), Iran (n = 19), Iraq (n = 18), or multiple countries (n
= 45). See Study 1 for more information on participant demographics.
Study Design
A planned missing design was used in order to reduce participant burden and
fatigue, while increasing the number of items administered to each person (Graham,
Taylor, Olchowski, & Cumsille, 2006). This methodology helps to reduce the overall
number of items that each participant must complete. Specifically, there were three
survey forms, and each form had approximately 160 of 200 total questions (~20%
missingness) and took about 15-20 minutes to complete. Individuals were randomly
assigned to one of these three forms after they read a Letter of Information. All
participants received the full measures for alcohol and cannabis expectancies, as well as
alcohol and cannabis use. The items in the remaining measures (cultural scales) were split
into three forms. See Study 1 (Chapter II) for more details on planned missing
methodology. This study was approved by the Utah State University Institutional Review
Board (IRB; Protocol #9628).
Measures
Alcohol and cannabis use. Alcohol and marijuana use were assessed using items
derived from the AUDIT and CUDIT, respectively (Adamson & Sellman, 2003;
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Saunders, Aasland, Babor, de la Fuente, & Grant, 1993). The twenty total items
specifically assess current use of alcohol and marijuana. Consistent with the National
institute on Alcohol Abuse and Alcoholism (NIAAA), the threshold for “binge drinking”
was changed to 4 and 5 drinks for women and men, respectively, as opposed to the
AUDIT’s use of 6 drinks (NIAAA, 2004). Example items include, “How often have you
had a drink containing alcohol?” and “How often during the last year have you found that
you were not able to stop using cannabis once you had started?” Items for each of these
measures are added, with higher scores indicating greater alcohol or cannabis misuse.
Cut-off scores for the AUDIT indicate scores above 8 as indicators of harmful alcohol
use. Specifically, scores of 0-7 represent low risk, 8-15 represent medium risk, 16-19
represent high risk, and 20-40 represent likely addiction (Babor, Higgins-Biddle,
Saunders & Monteiro, 2001). Cut-off scores for the CUDIT indicate a cut-off score of 8
as an indicator of harmful use (Adamson & Sellman, 2003). Both measures have shown
excellent internal reliability in previous studies, with a Cronbach alpha of 0.84 for the
CUDIT, and 0.83 for the AUDIT (Adamson & Sellman, 2003; Hays, Merz, & Nicholas,
1995). The Cronbach alpha for this sample ranged from .949-.952 for the AUDIT, and
.95-.96 for the CUDIT across the imputed datasets. All measure items can be found in
Appendix D.
Alcohol expectancies. The Alcohol Expectancy Scale- Adolescent, Brief (AEQAB; Stein et al., 2007) will be used to assess expectancies of alcohol use. The scale uses
the original AEQ-A and reduces it down to only seven items. The wording of each item
on the AEQ-AB corresponds to the seven original scales of the AEQ-A, and includes a
positive and negative scale. This study used the 4 items from the positive scale. Example
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items include, “Alcohol helps a person relax, feel less tense, and can keep a person’s
mind off of mistakes at school or work” and “Alcohol generally has powerful positive
effects on people (makes a person feel good or happy; future seems brighter).” Item
scales were on a 5-point scale ranging from 1 (Strongly disagree) to 5 (Agree strongly),
with higher scores indicating greater levels of positive alcohol expectancies. The means
of items are obtained for total scores. The AEQ-A positive scale has shown evidence of
adequate reliability in previous studies (Cronbach α = 0.49; Stein et al., 2007). The
Cronbach alpha for this sample ranged from .76-.78 across the imputed datasets.
Cannabis expectancies. The Marijuana Expectancy Questionnaire- Brief
(MEEQ-B; Torrealday et al., 2008) is a brief and helpful tool for clinicians to use when
assessing youth expectancies in environments with limited resources, such as
incarcerated settings. The original MEEQ (Schafer & Brown, 1991) was reduced from 48
items to six items to produce the MEEQ-B. The wording of each item on the MEEQ-B
corresponds to the six original scales of the MEEQ, and includes a positive and negative
scale. This study used the 4 items from the positive scale. Example items include,
“Marijuana helps a person relax and feel less tense (helps you unwind and feel calm)”
and “Marijuana makes a person feel more creative and perceive things differently (music
sounds different; things seem more interesting).” Item scales were on a 5-point scale
ranging from 1 (Strongly disagree) to 5 (Agree strongly), with higher scores indicating
greater levels of positive alcohol expectancies. The means of items are obtained for total
scores. The MEEQ-B positive scale has shown evidence of adequate reliability in
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previous studies (Cronbach α = 0.60; Torrealday et al., 2008). The Cronbach alpha for
this sample ranged from .82-.84 across the imputed datasets.
Family honor. Family honor will be assessed using a subscale of the Adherence
to Honor Code (AHC) scale developed for Israeli honor culture (Somech & Elizur, 2009).
The family honor subscale contains six items (e.g., “I am concerned about maintaining
my family's honor” and “It is important that my family would protect each other's honor
no matter what”). Responses are on a Likert-type scale ranging from 1 (Not at all true) to
5 (Very true). Items are averaged to create a total score, with higher scores indicating
greater endorsement of family honor. This scale has also been used in other studies
within the MENA populations, with an acceptable Cronbach alpha of .72 (KhouryKassabri, 2016). The Cronbach alpha for this sample ranged from .58-.74 across the
imputed datasets.
Loss of face. The 21-item Loss of Face Scale (LFS; Zane & Yeh, 2002) was used
to assess students’ general concern with how they are perceived by others. The LFS is
measured on a 7-point Likert-type scale from 1 (Strongly disagree) to 7 (Strongly agree),
with greater scores indicating a larger concern with losing face. This measure has shown
sufficient construct and incremental validity with an Asian American sample, which
reported a Cronbach alpha of .83 (Zane & Yeh, 2002). This scale was also used in with
college students in the United Arab Emirates (UAE) and was found to have a Cronbach’s
alpha of .82 (Heath, Vogel, & Al-Darmaki, 2016). The Cronbach alpha for this sample
ranged from .96-.97 across the imputed datasets.
Demographic variables. I examined the following demographic factors as
potential model covariates: gender, generation status, marital status, and living status. To
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reduce issues with small cell sizes, some categories were collapsed, and the variables
were converted into dummy codes. For example, gender was coded as 0=woman, 1=other
(man [n = 98], transgender man [n = 2], gender nonconforming [n = 1]). Marital status
was coded 0=single, 1=other (married, separated [n = 1], divorced [n = 5], widowed [n =
5]). For living status, two dummy codes were created, with the reference category being
living on campus (compared to living off campus alone or off campus with family).
Generation status had 2 dummy codes as well, with the reference category as 2nd
generation (compared to 1st or 3rd and above).
Analytic Strategy
Data was analyzed using the statistical software R (R Core Team, 2019). To
examine the dataset for evidence of participants who may have responded to items
carelessly, I used “careless” R package (Yentes & Wilhelm, 2018). This process helped
to assure that there were no significant quality problems in the data set, which is
frequently a concern with online surveys (Wright, 2005). This resulted in 8 responses that
were deemed poor quality and were removed from the final dataset. See Study 1 for more
details on the steps taken during this process.
Multiple imputation was used to account for missing data. This strategy is
recommended for planned missing designs given that items are missing completely at
random (MCAR; Rhemtulla & Hancock, 2016). The multiple imputation process includes
generating a number of datasets that assign values to the missing data based on the
response patterns in the observed data. Using the mice package in R (van Buuren &
Groothuis-Oudshoorn, 2011), I generated 50 imputations of the original dataset. I then
computed scale and subscale mean or sum score values using items from each of the 50
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imputed datasets. See Study 1 (Chapter II) for more details on the process of Multiple
Imputation.
I then tested for mediation in a path modeling framework using the lavaan
package (Rosseel, 2012) in R. I analyzed four separate models for alcohol and cannabis,
as well as for each cultural variable. For the first model, loss of face was specified as a
predictor of cannabis use, with cannabis expectancies mediating this relation (see Figure
1). The second model was identical, however family honor replaced loss of face (see
Figure 2). The third model was similar, with loss of face entered as a predictor of alcohol
use, and alcohol expectancies mediating this relation (see Figure 3). Finally, the fourth
model replaced family honor with loss of face (see Figure 4).
I computed pooled path model results across the 50 multiply imputed datasets
using the mitml package in R (Grund, Robitzsch, & Luedtke, 2009). I then tested my
mediation hypotheses using the RMediation package in R (Tofighi & MacKinnon, 2011),
which provides bootstrapped estimates of the indirect effects and the 95% confidence
interval. Using this strategy, a mediation model is considered statistically significant if
the obtained confidence interval does not contain zero. See Study 1 for more details on
this methodology.
Results
Covariate Only Regression Models
Preliminary analyses examined the relations between four covariates, including
gender, living status, marital status, and generation status, with the two outcome
variables, alcohol and cannabis use (see Table 2). These results indicated that students
who lived off campus alone reported less cannabis use compared to those living on
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campus. In addition, students who identified as 3rd generation and beyond reported lower
levels of cannabis use than those who were 2nd generation MENAs, and no difference
was identified between 1st and 2nd generation MENAs. Students in the married category
reported more cannabis use, but less alcohol use, compared to students who were single.
Lastly, students who lived off campus alone or off campus with family reported lower
levels of alcohol use compared to those who lived on campus.
Descriptive statistics and bivariate correlations for the primary study variables are
presented in Table 3. Alcohol expectancies were positively correlated with alcohol use,
cannabis use, loss of face, and family honor. Cannabis expectancies were positively
correlated with alcohol use, family honor, and loss of face. Alcohol use was positively
correlated with cannabis use, family honor, and loss of face. However, cannabis use was
not correlated with either family honor, or loss of face. Lastly, family honor and loss of
face were positively correlated. The mean score for loss of face and family honor in this
sample is similar to that of Asian Americans in Leong, Frederick, and Byrne’s (2017)
study, indicating relatively high endorsement of this cultural value. In addition, this
sample endorsed relatively similar levels of family honor as another study sampling Arab
and Jewish adolescents (Khoury-Kassabri, 2016). Sixty-two percent (n = 153) of
participants in this sample were at low risk for harmful alcohol use, 15% (n = 36) were at
medium risk, 5% (n = 13) were at high risk, and 18% (n = 44) were at risk for likely
addiction. Similarly, 68% (n = 167) of participants were at low risk and 32% (n = 79)
were at risk for harmful cannabis use.
Model 1

86
My first model tested the indirect effect of cannabis use expectancies on the
relation between loss of face and cannabis use (Figure 1). The results indicated that the a
path was significant (b = .38, SE = .06, p < .01), where greater loss of face predicted
higher cannabis use expectancies. The b path was also significant (b = 2.40, SE = .65, p <
.01), where higher cannabis use expectancies predicted higher use of cannabis. Finally,
the hypothesized indirect effect of loss of face on cannabis use through cannabis use
expectancies was also significant (b = .92, SE = .28, p = .00, CI = [.40, 1.52]).
Model 2
The second model tested the mediating effects of cannabis expectancies on the
relation between family honor and cannabis use (Figure 2). The results were similar as
Model 1, with a significant a path (greater family honor predicted higher cannabis use
expectancies; b = .45, SE = .08, p = .00), b path (higher cannabis use expectancies
predicted higher use of cannabis; b = 2.33, SE = .64, p = .00) and significant mediating
effects of cannabis expectancies on the association between family honor and cannabis
use (b = 1.06, SE = .35, p = .01, CI = [.44, 1.80]).
Model 3
My third model was a mediation model testing the indirect effects of alcohol
expectancies on loss of face and alcohol use (Figure 3). The a path was significant (loss
of face predicting cannabis use expectancies; b = .38, SE = .06, p = .00), as well as the b
path (higher alcohol use expectancies predicted higher alcohol use (b = 4.11, SE = .56, p
= .00). The hypothesized mediation effect was also significant in this model (b = 1.56, SE
= .33, p = .00, CI = [.96, 2.24]).
Model 4
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Finally, the fourth mediation model tested the indirect effects of alcohol
expectancies on family honor and alcohol use (Figure 4). The results were similar as
Model 3, with a significant a path (greater family honor predicted higher alcohol use
expectancies; b = .50, SE = .08, p = .000), b path was also significant (higher alcohol
expectancies predicted higher use of alcohol; b = 4.09, SE = .57, p = .00), and significant
mediating effects of alcohol expectancies on the association between family honor and
alcohol use (b = 2.04, SE = .43, p = .00, CI = [1.21, 3.0]).
Discussion
This study examined the influence of specific cultural values (family honor and
loss of face) on alcohol and cannabis expectancies, and therefore use of alcohol and
cannabis among MENA college students. I hypothesized that (1): Those with higher
endorsement of these cultural values will have lower levels of positive cannabis
expectancies, and therefore lower problematic use, and (2): Those who have higher
endorsement of these cultural values will have lower levels of positive alcohol
expectancies, and therefore lower problematic use. The results of this study indicated that
the hypotheses were partially supported.
In all models, the b path was significant and positive, indicating consistency in
higher positive expectancies influencing greater problematic substance use, while
accounting for the cultural values. Unexpectedly, the influence of the cultural values on
positive expectancies (a path) was not in the direction that was hypothesized. Increasing
endorsement of loss of face and family honor predicted greater levels of positive
expectancies. While other studies have found that adoption of traditional cultural values
have a negative relation with expectancies, there may be a number of reasons why this
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study found the opposite to be the case. One possibility is that protecting one’s social
integrity and family honor may create more pressure or stress for students, especially for
those who may be exposed to more Western worldviews on their campuses. Thus,
MENA college students may perceive greater positive benefits from using alcohol and
cannabis to manage the personal and interpersonal pressures they experience. Although
no studies (to my knowledge) have assessed this among MENAs, research with MexicanAmerican individuals found that family assistance behaviors (the need to consider the
family’s wishes in decision-making, provide daily assistance, remain close to their family
after high school, etc.) can be a risk-factor for higher levels of substance use (Telzer,
Gonzales, & Fulgini, 2014). Family assistance behaviors are distinct from the more
broadly studied value of familism (emphasis on strong family bonds, support,
interdependence), which is often found to be a protective factor for substance use among
Latinx populations (e.g., Cruz, King, Mechammil, Bámaca-Colbert, & Robins, 2017).
This distinction is important, as it is the pressure to be expected to assist with and
consider the family in daily life that is serving as a risk factor for substance use among
adolescents, rather than the value of family cohesiveness. It is important for research to
assess whether MENAs perceive the focus on protecting their family’s honor and to
“save face” as stressful, and whether this may explain the association with alcohol and
cannabis use.
In addition to this possible explanation, it is possible that these cultural values
may operate differently on negative versus positive expectancies. I was unable to assess
the influence on negative expectancies due to too few items and poor reliability, and .
There may be something that is not being accounted for by not including negative
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expectancies, such that loss of face and family honor may influence negative
expectancies differently than positive expectancies. Research has identified that while
negative expectancies may protect from initial engagement in alcohol or cannabis use
(Janssen, Padovano, Merrill, & Jackson, 2018), after substance use onset the positive
expectations about use may overshadow negative expectations since positive experiences
may be more memorable (Logan et al., 2012; Stacy, Widaman, & Marlatt, 1990).
Although the use of a short form expectancies measure precludes the possibility of
assessing negative expectancies, it would be worthwhile for future research to use the full
version of the expectancies measure to tease apart this question.
In addition to this finding, all of the mediation models indicated significant
indirect effects: loss of face predicting problematic cannabis use through cannabis
expectancies, family honor predicting problematic cannabis use through cannabis
expectancies, loss of face predicting problematic alcohol use through alcohol
expectancies and family honor predicting problematic alcohol use through alcohol
expectancies. It is possible that using alcohol/cannabis might indeed make students feel
more relaxed and able to relieve stress, and therefore influence their expectancies, leading
them to use more. Although the cross-sectional nature of this study makes it not possible
to assess whether students’ expectancies shifted after engaging in alcohol/cannabis use,
future research could aim to assess these constructs over time to further elucidate these
influences. This further highlights the need to incorporate longitudinal data to determine
how these processes change over time, and determine if age is an important factor to
consider.
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This has important implications for developing substance use prevention
programs, as well as for mental health providers supporting MENA college students.
First, it is important to address the finding that problematic alcohol/cannabis use can
mostly be explained by expectancies of use. Prevention programs can target this by
providing more factual information regarding “myths” that college students have of
alcohol/cannabis use, to challenge their positive expectancy views (e.g., Brief Alcohol
Screening and Intervention for College Students [BASICS] program; Dimeff, Baer,
Kivlahan, & Marlatt, 1999). Given the robust influence of expectancies on actual
problematic use among college students, it is important that prevention programs are able
to shape students’ expectancies earlier on.
In addition, with the hypothesis that the pressure of maintaining family honor or
fear of loss of face increases use of alcohol/cannabis, clinicians can incorporate a
discussion of these cultural values in treatment. Mental health providers can have people
discuss the relevance of them in their current lives, and how they may be at odds with
their current lives in college. Further, regardless of whether stress may be a factor in
influencing use, providers can have clients elaborate on how these values are
incorporated in their lives, and whether these are important in making everyday
decisions. Given how MENAs have expressed concerns regarding the lack of perceived
cultural knowledge with U.S. providers, it is important that providers aim to build their
cultural competence for working with MENAs by gaining an understanding of their
cultural background.
Limitations
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It should be noted that there were a number of limitations in the current study.
Participants in this study self-selected by responding to Qualtrics Survey Panels and may
differ in important ways from persons who would not choose to participate in such
research. In addition, this study only included self-report, which may introduce bias. This
study was cross-sectional and causal inferences are therefore limited. Many of the
measures have been used with MENA populations, but information regarding validation
were not available, and it is unclear whether they are appropriate for this population.
Lastly, due to lower levels of alcohol/cannabis use among MENAs and within this
population (n = 85 reported no alcohol use, n = 124 reported no cannabis use), the
distribution of the alcohol use and cannabis use variables were more positively skewed
compared to other variables in the models, and may be better represented as count or
zero-inflated count distributions. It may have been applicable to use another outcome
specification (e.g., count, negative binomial, zero inflated Poisson) in order to evaluate
the best fit for modeling these variables. However, due to the planned missing design and
incorporation of multiple imputation, modeling these variables using another outcome
specification would add a high degree of computational and modeling complexity, which
was beyond the scope of this project. This study also focused on a very diverse group of
MENAs, and it is likely that some of these findings may differ between smaller groups of
MENAs. Clinicians should use these recommendations to help guide their clinical
practice, and utilize dynamic sizing to assess whether the findings may relate to a client’s
experience.
Future Directions

92
Given the limited available literature on substance use among MENAs, it is vital
that this research continues to grow. As loss of face and family honor did not serve as
protective factors in the way that was hypothesized, it is important for researchers to
understand why this may be the case. Researchers should also continue to assess other
possible protective factors, possibly including: religion, living status, social supports, or
cultural orientation. This research would also benefit from utilizing longitudinal
methodology to track changes over time.
Conclusions
These findings provide information on the role that cultural values have in
influencing problematic alcohol and cannabis use through expectancies among MENA
U.S. college students. Consistent with previous research, there is a strong link between
MENAs’ alcohol/cannabis use expectancies, and problematic use of alcohol/cannabis.
The finding that endorsement of these cultural values is associated with more positive
expectancies suggests a need to further understand the cultural backgrounds of MENAs,
and the role that other cultural factors might have in influencing problematic
alcohol/cannabis use. It would be important for replication studies to further assess these
influences and incorporate other relevant cultural factors (e.g., family values, ethnic
identity, religious values) that were not included in this study. Given stigma associated
with discussing or acknowledging alcohol/cannabis use among MENAs, there is limited
knowledge available to clinicians regarding important protective factors to incorporate
into treatment. More research is needed to continue growing this literature and provide
recommendations supported by evidence.
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Table 1. Participant Demographics
Participant Demographics
Gender
Man
Woman
Transgender Man
Transgender Woman
Gender non-conforming
Generation status
1st
2nd
3rd
4th
Other
Living Region
Northeast
Midwest
South
West
Marital Status
Married
Single
Widowed
Divorced
Separated
Living Status
On campus
Off-campus with family
Off campus alone

n (%)
n = 244
98 (40.2)
143 (58.6)
2 (0.8)
0 (0.0)
1 (0.4)
n = 242
58 (24.0)
119 (49.2)
43 (17.8)
19 (7.9)
3 (1.2)
n = 243
48 (19.8)
50 (20.6)
83 (34.2)
62 (25.5)
n = 245
77 (31.4)
157 (64.1)
5 (2.0)
5 (2.0)
1 (0.4)
n = 244
107 (43.9)
92 (37.7)
45 (18.4)
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Table 2. Model Estimates for Demographic Variables and Alcohol and Cannabis Use (N
= 246).
b

SE

95% CI

Gender

1.83

1.56

[-1.79, 5.72]

Marital status

5.10

1.61

[1.93, 8.27]

Off campus with family

-3.27

1.72

[-6.66, .11]

Off campus alone

-7.00

2.12

[-11.1, -2.8]

1st generation

1.97

1.91

[-1.79, 5.72]

3rd generation+

-4.14

1.81

[-7.70, -.58]

Gender

2.26

1.47

[-.63, 5.16]

Marital status

5.70

1.52

[2.70, 8.69]

Off campus with family

-3.29

1.63

[-6.51, -.08]

Off campus alone

-4.87

2.01

[-8.82, -.92]

1st generation

2.11

1.81

[-1.45, 5.67]

3rd generation+

-1.47

1.71

[-4.84, 1.91]

Living status
Model 1:
Cannabis use

Generation status

Living status
Model 2:
Alcohol use

Generation status

Note. Gender is coded as 0=woman, 1=other (man [n = 98], transgender man [n = 2],
gender nonconforming [n = 1]). Marital status is coded 0=single, 1=other (married,
separated [n = 1], divorced [n = 5], widowed [n = 5]). The reference category for living
status variables is living on campus. The reference category for generation status
variables is 2nd generation. Bolding indicates confidence intervals that do not contain zero
(p < .05).
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Table 3. Descriptive Statistics and Bivariate Correlations

Variables

1

2

3

4

1. Alcohol expectancies

3.1
(1.1)

2. Cannabis expectancies

.46*

3.5
(1.0)

3. Alcohol use

.44*

.21*

12.7
(11.6)

4. Cannabis use

.34*

.22*

.78*

10.6
(12.4)

5. Family honor

.40*

.37*

.19*

.18

5

6

Range
1-5
1-5
0-40
0-40

3.34
(0.9)

1-5

4.5
1-7
(1.0)
Note: Means/counts and standard deviations are presented along the diagonal line, M/Count(SD).
6. Loss of face

*p<.05.

.39*

.40*

.18*

.12

.54*
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Table 4. Model Estimates for Mediation Models (N = 246).

Model 1:
LoFCECU

Model 2:
FHCECU

a path (M on X)

b
.38

SE
.06

p value
.00

b path (Y on M)

2.40

.65

.00

a*b path (indirect effect)

.92

.28

.00

c’ path (direct effect; Y on X)
Total effect

-.13
.79

.64
.60

.84
.19

a path (M on X)
b path (Y on M)
a*b path (indirect effect)
c’ path (direct effect; Y on X)

.45
2.33
1.06
.03

.08
.64
.35
.82

.00
.00
.00
.98

Total effect

1.08

.78

.16

a path (M on X)

.38

.06

.00

b path (Y on M)

4.11

.56

.00

a*b path (indirect effect)

1.56

.33

.00

LoFAEAU c’ path (direct effect; Y on X)

-.17

.57

.76

Total effect

1.38

.57

.02

a path (M on X)

.50

.08

.00

b path (Y on M)

4.09

.57

.00

a*b path (indirect effect)

2.04

.43

.00

c’ path (direct effect; Y on X)

-.18

.75

.82

Model 3:

Model 4:
FHAEAU

95% CI

[.40, 1.52]

[.44, 1.80]

[.96, 2.24]

[1.21, 3.0]

Total effect
1.86
.75
.01
Note. Bolding indicate significance at p < .05 level. Models adjusts for gender, gender,
living status, marital status, and generation status. Abbreviations: LoF= loss of face, FH=
family honor, CE= cannabis expectancies, CU= cannabis use, AE= alcohol expectancies,
AU= alcohol use.
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Figure 1. Figure depicting mediation model of cannabis expectancies mediating the
relation between loss of face and cannabis use. Coefficient of indirect effect (a*b) is
.92***. *p < .05. **p < .01. ***p < .001.
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Figure 2. Figure depicting mediation model of cannabis expectancies mediating the
relation between family honor and cannabis use. Coefficient of indirect effect (a*b) is
1.06***. *p < .05. **p < .01. ***p < .001.
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Figure 3. Figure depicting mediation model of alcohol expectancies mediating the
relation between loss of face and alcohol use. Coefficient of indirect effect (a*b) is
1.56***. *p < .05. **p < .01. ***p < .001.
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Figure 4. Figure depicting mediation model of alcohol expectancies mediating the
relation between family honor and alcohol use. Coefficient of indirect effect (a*b) is
2.04**. *p < .05. **p < .01. ***p < .001.
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CHAPTER IV
STUDY 3
This third study presents data related to cultural influences on mental health
stigma among MENA college students. It is currently being prepared for submission to a
peer-reviewed journal.
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Abstract
Mental health stigma serves a notable barrier to seeking treatment across the
United States. This is especially common for Middle Eastern/North African (MENA)
populations, who experience overall negative attitudes towards mental health problems,
including shame for seeking treatment. These attitudes are intertwined with traditional
cultural attitudes, such as the expectation to solve problems within the family in order to
protect family honor. Limited research has addressed the specific role of cultural attitudes
in dimensions of stigma, as well as likelihood of seeking treatment among MENAs. This
study examined the mediating effects of self-stigma on the relation between perceived
stigma and attitudes towards seeking psychological help. It also assessed a serial
mediation model whereby cultural factors were expected to influence perceived stigma,
which then influence self-stigma, and ultimately attitudes towards seeking help. Data
were collected from MENA college students (N = 246) through Qualtrics Panels.
Students who endorsed greater levels of family honor and loss of face also exhibited
greater levels of perceived stigma, but not self-stigma. Self-stigma also significantly
influenced attitudes towards seeking help. However, the hypothesized indirect effects
were not significant. The discussion focuses on the implications of these findings for
mental health providers and community outreach efforts, as well as suggestions for future
research directions. This study contributes to the growing body of literature related to
stigma among MENA individuals, and highlights the importance of understanding the
unique cultural influences on stigma among MENAs in the U.S.

Keywords: MENA, Middle Eastern American, perceived stigma, self-stigma,
attitudes towards treatment, loss of face, family honor
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Cultural influences on dimensions of stigma and attitudes towards seeking help among
MENA college students in the U.S.
The Middle Eastern/North African (MENA) population in the U.S. is rapidly
growing (Krogstad, 2014). MENAs have not historically been counted within the Census,
and accurate population estimates are difficult to generate. Rough estimates propose over
3 million immigrant and U.S.-born Arab Americans (a subgroup of MENAs) and over 1.1
million MENA immigrants living in the U.S. (Cumoletti & Batalova, 2018; Krogstad,
2014). In part because of this historical absence from demographic tabulations, national
estimates of mental health service utilization for MENAs in the U.S. are also unavailable.
However, data with subgroups of MENAs suggest that they underutilize mental health
services. One study conducted in Israel indicated that Arab citizens (compared to Jewish
citizens) and Arab women (compared to Arab men) are less likely to utilize services
(rates of 0.5 per 1,000 people and 0.3 per 1,000 people, respectively; Al-Krenawi, 2002).
Another study found that less than 1% of Iraqi immigrants and 9% of Iraqi refugees
sought psychological services upon entry to the U.S. (Elsouhag et al., 2015). High levels
of stigma and traditional social norms contribute to MENAs’ hesitation and resistance to
utilizing formal mental healthcare (Al-Krenawi & Graham, 2016). While MENAs may
receive cultural messages regarding mental health that influence stigma (Aloud & Rathur,
2009), less research has focused on understanding specific cultural factors that contribute
to personal and perceived stigma among MENAs. The purpose of the current study is to
analyze the indirect effects of various MENA cultural factors (loss of face and family
honor) on attitudes towards seeking counseling via dimensions of stigma (perceived and
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self-stigma). This information will be useful in informing efforts to reduce stigma and
increase utilization of mental health services among the MENA population.
Stigma and Treatment Seeking: Theoretical Model
Symptoms related to mental health, along with effective treatments for mental
health problems, are largely misunderstood among the general public (Jorm, 2000).
Because of this misunderstanding, there are high levels of stigmas attached to those
suffering from mental health problems and seeking treatment for mental health concerns
(Angermeyer & Dietrich, 2006; Sibicky & Dovidio, 1986). Mental health stigma refers to
attributions made to people who experience symptoms of mental health problems, or seek
treatment for mental health concerns, on the basis that they may be “inadequate” and are
“socially unacceptable” (Corrigan, 2004). There are two types of stigma commonly
discussed in regards to mental health: perceived public stigma (the stigma that one feels
from others regarding problems with mental health or seeking treatment for mental
health) and self-stigma (internalization of the negative attitudes held by the public by
having their own beliefs and biases about being “socially unacceptable” due to
experiencing mental health problems).
Distinguishing these dimensions of stigma as separate but related constructs is
important for understanding the influences of stigma on seeking help for those struggling
with mental health problems. Vogel, Wade, and Hackler (2007) proposed a mediation
model in explaining these associations, which is influenced by Ajzen and Fishbein’s
(1980) theory of reasoned action (TRA). The TRA posits that one’s decision to engage in
a behavior is based on their attitudes and perceived norms regarding that behavior. Vogel
and colleagues expanded upon this theory and specifically proposed that one’s likelihood
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of seeking mental health treatment is influenced by the attitudes they have regarding
seeking treatment and the stigmas they endorse. Specifically, they identified that
perceived stigma leads to higher levels of self-stigma, which negatively influence one’s
attitudes towards seeking treatment for mental health concerns and willingness to actually
seek treatment. Support for this model has been demonstrated in a number of studies, and
most importantly among ethnically diverse college student populations in multiple
countries (Topkaya, Vogel, & Brenner, 2015; Vogel et al., 2017).
Mental Health Stigma Among MENAs
MENA communities experience high levels of stigma and negative attitudes
regarding mental health. MENAs often report feeling shame for seeking treatment as a
result of the perceived sigma they experience (Abudabbeh, 1996; Al-Alawi, Al-Sinawi,
Al-Adawi, Jeyaseelan, & Murthi, 2017). This fear of being stigmatized often leads to
them not reaching out for help or expressing concerns when experiencing mental health
problems (Aloud & Rathur, 2009). College students in Lebanon have also expressed the
perception that MENA media discourages people from seeking professional help for
mental health problems (Rayan & Fawaz, 2018). Typically, MENAs are taught to solve
problems within the family so to not bring shame to others and damage family
reputations (Abu-Ras, 2016). If it becomes apparent that the individual is in need of
professional care, the family also determines the level of care they will seek, as this is
also a reflection of the family reputation (Alhomaizi, Alsaidi, Moalie, Muradwij, Borba,
& Lincoln, 2018; Zolezzi, Alamri, Shaar, & Rainkie, 2018). For women struggling with
mental health concerns, vocalizing the need for help can lead to tarnishing marriage
prospects, or be seen as rationale for husbands to seek divorce (Al-Krenawi & Graham,
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2000). Given the likely influences of perceived public stigma on likelihood of seeking
treatment among MENAs, it is important to test whether self-stigma helps to explain this
relation, as predicted by Vogel and colleagues.
The stigma mediation model has been tested with MENA subgroups in three
studies. Vogel et al. (2017) sampled college students in ten different countries, including
Turkey and the United Arab Emirates, and found support for their model across these
national contexts. Another study of female undergraduate students in the United Arab
Emirates also found support for mediation within their sample (Vally, Cody, Albloshi, &
Alsheraifi, 2018). However, it is also important that this model be tested with MENA
college students enrolled in the U.S., as they may not have the same experiences as those
studying in their home countries. Soheilian and Inman (2009) tested the model among
122 MENAs enrolled in colleges across the U.S. (55% in graduate school, 45% in
undergraduate) and who were majority Muslim (63%). They sampled students at various
colleges identified by having multicultural clubs and student associations, and used
MANOVAs to test mediation through three separate regression models, where mediation
was considered significant if the mediator (self-stigma) fully accounted for the significant
association between the predictor variable (perceived stigma) and outcome variable
(attitudes towards counseling). Their analyses did not support the mediating role of selfstigma; however, this may be due to a number of reasons. First, their method for testing
mediation requires substantial power (“causal steps approach”; Baron & Kenny, 1986),
which likely impacted their null findings (Hayes, 2009). Second, they used a measure of
perceived stigma that has not been validated or tested within the population, and some
participants shared qualitative feedback about items not being clear. Therefore, it is
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appropriate that this model be tested again using more contemporary mediation methods
and measures that have been validated among MENAs (Gearing, Brewer, Schwalbe,
MacKenzie, & Ibrahim, 2013; Sewilam et al., 2014). Further, given evidence that mental
health stigma is influenced by cultural norms and expectations (e.g., Al-Adawi et al.,
2002; Aloud & Rathur, 2009), it is also imperative for research to identify cultural factors
that may influence perceived and self-stigma among MENA communities.
Cultural Context
MENAs often share values and traditions that differ from Western cultures.
MENA culture is typically described as collectivistic, meaning the group functioning is
valued over individual functioning, and the reputation of the family is of utmost
importance (Hakim-Larson, Kamoo, Nassar-McMillan, & Porcerelli, 2007). Given the
pressure of family reputation, people are encouraged to only behave in ways which
reflect well on overall family structure, and decisions are made based on the overall
wellness of the group (Erickson & Al-Timimi, 2001). Family unity is strongly
emphasized, with family needs prioritized above any other obligations (Nobles & Sciarra,
2000). Nuclear and extended family members often provide support for one another
emotionally and financially when needed (Hakim-Larson et al., 2007). Children often
have high awareness of the importance of family early on, endorsing family-related
values above more Western values (related to the self) that would be expected from youth
(Harb, 2010).
Scholars have often discussed how cultural context influences stigma, in
particular with more collectivistic cultures (Shea & Yeh, 2008). For example, the
importance of family reputation reflects the need to appear as a healthy functioning
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family, making it difficult for those struggling with mental health problems to receive
care. Although family members may support each other emotionally, those with mental
health concerns may need additional professional support. However, seeking care can be
seen as a “weakness” of the family structure by outside members, and MENAs have
learned to deny any indication of mental health problems within the family system
(Alhomaizi et al., 2018; Mechammil, Boghosian, & Cruz, 2018). One fear within MENA
culture is threatening family honor, a term used to describe the respect and social
standing that families hold, similar to reputation. Engaging in “dishonorable behavior”
can negatively influence family honor, which leads to devaluing of a family name (Harb,
2016). This construct helps to explain why mental health problems are not discussed
outside of family systems (Soheilian & Inman, 2009). However, research has not yet
identified whether family honor directly influences levels of perceived and self-stigma
among MENA communities.
Another construct that is closely related to family honor is loss of face. This term
often refers to the threat of losing social integrity, which functions similar to family
honor but on a more individual level. Since the family is a direct reflection of each
member’s behavior, this construct is especially important among MENAs (Erickson &
Al-Timimi, 2001). One study which examined this construct among students in the
United Arab Emirates found that those who highly endorsed the fear of loss of face
reported higher perceived risk and benefits in self-disclosure to a counselor (Heath,
Vogel, & Al-Darmaki, 2016). This implies that while students acknowledge they may
“threaten face” by seeking help, the benefit of seeking help may help the severity of
symptoms, which would also “threaten face.” It is not clear whether the association
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between loss of face and help seeking attitudes might be explained by levels of stigma
that are salient among these communities, as proposed by Vogel and colleagues. It is
important to further understand whether this construct, along with family honor, directly
influence levels of mental health stigma, which might then influence likelihood of
seeking treatment.
Clinical Implications
An understanding of the role of specific cultural factors and their effect on stigma
and attitudes towards treatment seeking is relevant for a number of reasons. First,
MENAs have expressed that they have not felt understood by non-MENA therapists, and
that their cultural values were ignored as a part of treatment (Gearing et al., 2012).
Therapists in the U.S. have also reported feeling less competent in understanding cultural
contexts when working with MENA clients compared to other minority groups (Sabbah,
Dinsmore, & Hof, 2009). While MENAs may feel more understood by MENA therapists,
cultural-matching is not always possible. It is worthwhile that therapists treating MENAs
become more aware of MENA culture, to assist in providing more culturally competent
services (Sue, 1998). Ultimately, further research examining cultural values on stigma
and attitudes towards seeking treatment can help to inform culturally competent services
for MENA individuals.
Current Study
The effects of MENA cultural values on mental health stigma and likelihood of
seeking treatment have not received adequate attention in research. There are three aims
to this study: 1) To understand whether the cultural values of loss of face and family
honor directly influence perceived and self-stigma among MENA college students, 2) To
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test whether the effects of perceived stigma on attitudes towards counseling can be
partially explained by self-stigma, and 3) To test whether family honor and loss of face
indirectly influence attitudes towards seeking treatment through higher levels of
perceived stigma and self-stigma. These analyses will provide a better understanding of
the cultural correlates of stigma and negative counseling attitudes among an underserved
population.
Method
Participants
Participants were domestic U.S. college students who reported ethnic heritage
from the MENA region. Participants were recruited through Qualtrics Panels (N = 246).
Individuals were invited to participate via email to first determine whether they were
eligible, based on the following criteria: If they (a) self-identified as MENA according to
a question phrased “Do you identify as Middle Eastern/North African?”, (b) were
domestic students enrolled in a college or university in the U.S., and (c) were comfortable
answering questions in English. Those who met these criteria were then directed to read a
Letter of Information before completing the survey.
Demographic variables (gender, generation status, living region, marital status,
and living status) are included in Table 1. The average age of participants was 26.67
(Median = 25, Range = 18-55). Participants identified mostly as women (n = 143). Fiftyeight participants were 1st generation MENAs. Most participants were single (n = 157).
Participants indicated that they lived in the Northeast (n = 48), Midwest (n = 50), South
(n = 83) or West (n = 62) regions of the U.S. Many students lived on campus (n = 107) or
off-campus with family (n = 92), with the remainder living off campus alone (n = 45). All
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participants self-identified as MENA in order to be eligible for the study, and some also
identified racially commonly as White (n = 56) or Black (n = 25). Participants most
commonly identified ethnically as Arab (n = 81), Egyptian (n = 35), or Jewish (n = 23),
and self-identified most commonly as Christian (n = 68), Muslim (n = 82) or Jewish (n =
27). Participants indicated that their families originated most commonly from Egypt (n =
50), Iran (n = 19), Iraq (n = 18), or multiple countries (n = 45). See Study 1 for more
information on participant demographics.
Study Design
A planned missing design was used in order to reduce participant burden and
fatigue, by reducing the overall number of items that each participant must complete
(Graham, Taylor, Olchowski, & Cumsille, 2006). There were three survey forms, and
each form had approximately 160 of 200 total questions (~20% missingness). Individuals
were randomly assigned to one of these three forms after they read a Letter of
Information. Each survey took about 15-20 minutes to complete. See Study 1 (Chapter II)
for more details on planned missing methodology. This study was approved by the Utah
State University Institutional Review Board (IRB; Protocol #9628).
Measures
Self-stigma. The Self-stigma of Seeking Help Scale (SSOSH; Vogel, Wade, &
Haake, 2006) is a 10-item measure that assesses individuals’ self-stigma associated with
seeking psychological help. Five of the ten items are reverse-coded, and items are scored
such that greater overall scores indicate greater levels of self-stigma. Example items
include, “It would make me feel inferior to ask a therapist for help” and “My self-esteem
would increase if I talked to a therapist” (reverse-scored). Respondents are given a 5-
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point scale ranging from 1 (Strongly disagree) to 5 (Strongly agree). This measure has
demonstrated evidence of strong internal consistency (α = .91), test-retest reliability (α =
.72) and validity (construct, predictive, and criterion; Vogel et al., 2006). This measure
has also demonstrated strong internal consistency for college students from Turkey (α =
.77) and United Arab Emirates (α = .77, .81; Vally et al, 2018; Vogel et al., 2017). The
Cronbach alpha for this sample ranged from .65-.74 across the imputed datasets. All
measure items can be found in Appendix D.
Perceived stigma. The Stigma Scale for Receiving Psychological Help (SSRPH)
is a 5-item measure which assesses individuals’ perceptions of how stigmatizing it is to
receive psychological treatment (Komiya, Good, & Sherrod, 2000). Example items
include, “Seeing a psychologist for emotional or interpersonal problems carries social
stigma” and “People will see a person in a less favorable way if they come to know that
he/she has seen a psychologist.” The scale consists of five items, each ranging from 1
(Strongly disagree) to 5 (Strongly agree), where higher scores indicate greater levels of
perceived stigma. For the purposes of this study, one item (#2) was removed as it is a
measure of self-stigma, rather than perceived stigma (Vogel et al., 2017). The SSRPH has
demonstrated strong internal consistency (α = .73), and construct validity (Komiya et al.,
2000). This measure has also demonstrated acceptable internal consistency for college
students from Turkey (α = .66) and United Arab Emirates (α = .61; Vogel et al., 2017).
The Cronbach alpha for this sample ranged from .78-.79 across the imputed datasets.
Help-seeking attitudes. Attitudes toward seeking professional help was assessed
using the Attitudes Toward Seeking Professional Psychological Help- Short Form
(ATSPPH-SF; Fischer & Farina, 1995). This is a 10-item scale, with example items
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being, “The idea of talking about problems with a psychologist strikes me as a poor way
to get rid of emotional conflicts” and “I would want to get psychological help if I were
worried or upset for a long period of time.” Responses are on a Likert-type scale ranging
from 1 (Disagree) to 4 (Agree). Five of the 10 items are reverse-coded, and higher scores
are reflective of more positive attitudes towards seeking services. The ATSPPH-SF has
demonstrated strong internal consistency (α = .84), test-retest reliability (α = .80) and face
validity (Fischer & Farina, 1995). This measure has also demonstrated acceptable internal
consistency for college students from Turkey (α = .72) and United Arab Emirates (α =
.67, .77; Vally et al., 2018; Vogel et al., 2017). The Cronbach alpha for this sample
ranged from .58-.72 across the imputed datasets.
Family honor. Family honor was assessed using a subscale of the Adherence to
Honor Code (AHC) scale developed for Israeli honor culture (Somech & Elizur, 2009).
The family honor subscale contains 6 items (i.e., “I am concerned about maintaining my
family's honor” and “It is important that my family would protect each other's honor no
matter what”). Responses are on a Likert-type scale ranging from 1 (Not at all true) to 5
(Very true). Items are averaged to create a total score, with higher scores indicating
greater endorsement of family honor. This scale has also been used in other studies
within the MENA populations, with an acceptable Cronbach alpha of .72 (KhouryKassabri, 2016). The Cronbach alpha for this sample ranged from .58-.74 across the
imputed datasets.
Loss of face. The 21-item Loss of Face Scale (LFS; Zane & Yeh, 2002) was used
to assess participants’ general concern with how they were perceived by others. The LFS
is measured on a 7-point Likert-type scale from 1 (Strongly disagree) to 7 (Strongly
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agree), with greater scores indicating a larger concern with losing face. This measure has
shown sufficient validity with an Asian American sample, which reported a Cronbach α
of .83 (Zane & Yeh, 2002). This scale was also used in with college students in the
United Arab Emirates (UAE) and was found to have a Cronbach alpha of .82 (Heath et
al., 2016). The latter study also found significant associations between this scale and
measures of self-disclosure expectations and help-seeking attitudes. The Cronbach alpha
for this sample ranged from .95-.96 across the imputed datasets.
Demographic characteristics. I examined the following demographic factors as
potential model covariates: gender, generation status, marital status, and living status. To
reduce issues with small cell sizes, some categories were collapsed, and the variables
were converted into dummy codes. For example, gender was coded as 0=woman, 1=other
(man [n = 98], transgender man [n = 2], gender nonconforming [n = 1]). Marital status
was coded 0=single, 1=other (married, separated [n = 1], divorced [n = 5], widowed [n =
5]). For living status, two dummy codes were created, with the reference category being
living on campus (compared to living off campus alone or off campus with family).
Generation status had two dummy codes as well, with the reference category as 2nd
generation (compared to 1st or 3rd and above).
Analytic Strategy
Data was analyzed using the statistical software R (R Core Team, 2019). To
examine the dataset for evidence of participants who may have responded to items
carelessly, I used “careless” R package (Yentes & Wilhelm, 2018). This process helped
to assure that there were no significant quality problems in the data set, which is
frequently a concern with online surveys (Wright, 2005). This resulted in eight responses
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that were deemed poor quality and were removed from the final dataset. See Study 1 for
more details on the steps taken during this process.
Multiple imputation was used to account for missing data, which is the
recommended strategy for planned missing designs given that items are missing
completely at random (MCAR; Rhemtulla & Hancock, 2016). This process includes
generating a number of datasets that assign values to the missing data based on the
response patterns in the observed data., I generated 50 imputations of the original datasets
using the mice package in R (van Buuren & Groothuis-Oudshoorn, 2011). I then
computed scale and subscale mean or sum score values using items from each of the 50
imputed datasets. See Study 1 (Chapter II) for more details on the process of Multiple
Imputation.
For the first model, I used regression methods to enter loss of face and family
honor as separate predictors of perceived stigma. The second model used the same
method but included self-stigma as the outcome. The next three models then tested for
mediation in a path modeling framework using the lavaan package (Rosseel, 2012) in R.
For the third model, perceived stigma was specified as a direct predictor of attitudes
towards counseling, with self-stigma mediating this relation (see Figure 1). The final two
models included multiple mediators using serial mediation, to test for the effects of
cultural values on attitudes towards seeking treatment, with perceived stigma and selfstigma as mediators (see Figures 2 & 3).
Using the mitml package in R (Grund, Robitzsch, & Luedtke, 2009), I computed
pooled path model results across the 50 multiply imputed datasets. I then tested my
mediation hypotheses using the RMediation package in R (Tofighi & MacKinnon, 2011),
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and generated bias-corrected confidence intervals (CIs) for the mediation effects. A
mediation model is considered statistically significant if the obtained confidence interval
does not contain zero. See Study 1 for more details on this methodology.
Results
Covariate Only Regression Models
Preliminary analyses examined the relations between four covariates, including
gender, living status, marital status, and generation status, with three outcome variables,
attitudes towards seeking help, perceived stigma, and self-stigma (see Table 2). These
results indicated that men were less likely to seek psychological help than women. In
addition, MENAs who identified as 3rd generation and beyond experienced lower levels
of perceived stigma than those who were 2nd generation MENAs, with no significant
differences for 1st and 2nd generation MENA students. Finally, there were no significant
differences across the demographic variables in terms of self-stigma.
Descriptive statistics and bivariate correlations for all study variables are
presented in Table 3. Family honor and loss of face were positively correlated with one
another, and with perceived stigma, but not with attitudes towards seeking help or selfsigma. Attitudes towards seeking help was negatively correlated with perceived and selfstigma, however, perceived and self-stigma were not correlated. The mean score for loss
of face and family honor in this study are similar to that of samples in other studies,
indicating relatively high endorsement of these cultural values among this sample
(Khoury-Kassabri, 2016; Leong, Frederick, & Byrne, 2017). Similarly, the mean scores
for public stigma, self-stigma, and attitudes towards seeking help are similar (albeit
slightly higher) than other samples (Vally et al., 2018; Vogel et al., 2017).
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Models 1 & 2
My first two models tested the direct effects of loss of face and family honor on
perceived and self-stigma. Results indicated that both loss of face (b = .43, SE = .06, CI =
[.31, .56]) and family honor (b = .26, SE = .08, CI = [.10, .41]) were significant predictors
of perceived stigma. This model also identified significant differences in some
demographic variables that were not significant when the cultural variables were
excluded from the model (i.e., students living on campus alone reported less perceived
stigma compared to students living off campus alone or with family; 3rd generation+
students reported lower levels of perceived stigma than 2nd generation; and women
reported less perceived stigma compared to those in the “other” category). Loss of face
and family honor were not significant predictors of self-stigma (see Table 4).
Model 3
The next model tested the mediated effects of self-stigma on attitudes towards
counseling through perceived stigma (see Figure 1). The results of this model indicated
that only the b path was significant (b = -.32, SE = .05, p < .001), where increasing levels
of self-stigma was associated with decreasing likelihood of seeking help (see Table 5).
The hypothesized mediation effect was not significant in this model.
Model 4
Next, I tested whether loss of face indirectly influences attitudes towards seeking
treatment through higher levels of perceived stigma and higher self-stigma (see Figure 2).
This multiple mediation model indicated that the a1 path was significant (b = .55, SE =
.07, p = .00), where greater endorsement of family honor was significantly associated
with higher levels of perceived stigma (replicating the direct effect in Model 1). In
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addition, the b1 path was significant, where greater self-stigma significantly predicted
lower attitudes towards seeking help (same finding as b path in Model 3; see Table 5).
Neither the partial mediation, nor serial mediation, were significant in this model.
Model 5
Lastly, I tested whether family honor indirectly influences attitudes towards
seeking treatment through higher levels of perceived stigma and higher self-stigma (see
Figure 3). This multiple mediation model indicated that the a1 path was significant (b =
.54, SE = .05, p = .00), where greater endorsement of loss of face was significantly
associated with higher levels of perceived stigma (replicating the direct effect in Model
1). In addition, the b1 path was significant, where greater self-stigma significantly
predicted lower attitudes towards seeking help (same finding as b path in Model 3; see
Table 5). Neither the partial mediation, nor serial mediation, were significant in this
model.
Discussion
This study examined the role of specific cultural factors on mental health stigma
and attitudes toward seeking treatment among MENA college students. Given high levels
of stigma across MENAs, it is important that researchers and providers have a better
understanding of the ways that culture shapes these perceptions. I hypothesized that 1)
Loss of face and family honor would directly influence perceived and self-stigma, 2) The
effects of perceived stigma on attitudes towards counseling would be explained
(mediated) by self-stigma, and 3) Family honor and loss of face would indirectly
influence attitudes towards seeking treatment through higher levels of perceived and selfstigma.
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The findings of this study indicated that the hypotheses were partially supported.
The results do suggest that greater loss of face and family honor beliefs are directly
associated with higher levels of perceived stigma, and that self-stigma influences
attitudes towards seeking help. However, perceived stigma did not influence self-stigma,
and the explanatory model of stigma, as proposed by Vogel et al. (2007), was not
significant. Due to this lack of significant association between perceived and self-stigma,
and lack of association between cultural factors with self-stigma, the serial mediation
model with the added cultural factors was also not significant.
The finding that loss of face and family honor influence levels of perceived
stigma among MENA college students aligns with previous research. Qualitative research
has found that MENAs may understand perceived stigma as a consequence of families
“hiding” individuals who may be suffering from mental illness from the community, in
order to not bring shame to the family name (Mechammil et al., 2019). The cultural
values assessed in this study may help to extend this finding, as family honor and loss of
face are related to the family’s experience of shame (Harb, 2016). Given the findings that
perceived stigma does not influence self-stigma or attitudes towards seeking help, it
would be worthwhile to understand if perceived stigma has an impact on other aspects of
mental health, such as one’s likelihood to minimize their experiences with mental health
symptoms or hide their symptoms from others.
There are a number of possible reasons why the mediation model of stigma was
not found to be significant with this study. This study was not able to control for
acculturation or ethnic identity, which may influence levels of stigma and attitudes
towards counseling (Han & Pong, 2015). While I did control for generation status, the
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significant finding that 3rd generation MENAs experienced lower levels of perceived
stigma than 2nd generation MENAs suggest that it would be beneficial to also directly
assess psychological acculturation constructs. For example, it may be the case that
MENAs who are more acculturated to the U.S., or have more established bicultural
identity, may be more tolerant of stigma associated with mental health and be more open
to seeking help. In this case, a moderated mediation analysis would be applicable, with
acculturation or ethnic identity serving as a moderator of the proposed stigma mediation
model. It is important for future research to examine factors that influence the relation
between forms of stigma and attitudes towards seeking counseling in order to best
address these concerns in stigma reduction efforts and in treatment.
Clinical Implications
Program developers focused on reducing stigma among MENA communities can
also incorporate these constructs into current efforts to help break down stigma and
reshape how MENAs conceptualize mental health. As an example, stigma reduction
efforts can focus on explaining how accessing treatment for mental health may actually
protect their family name, and how “hiding family members” who are suffering can be
detrimental long term, to both the person and the family. By seeking treatment, the family
would be ensuring that their family structure will not be tarnished by a member who is
suffering from mental health problems. In addition, it would be useful for community
efforts to focus on normalizing mental health concerns altogether, in order to reduce the
notion that people who experience mental health problems are “crazy” (Alhomaizi et al.,
2018). Further, those providing mental health services to MENAs who present with
stigma, or report experiencing stigma from others, can also incorporate this reframing as
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a way of empowering clients for seeking help. Incorporating these suggestions would
help MENAs feel more understood by mental health providers, as MENAs have
described feeling disconnected to therapists because their cultural values were not
incorporated or discussed in treatment (Gearing et al., 2012).
It is also relevant to discuss the implications of the finding that self-stigma
influences attitudes towards seeking help among MENA college students. Interventions
may be able to target self-stigma in a number of different ways, which will be an
effective way to increase their likelihood of receiving help. Identifying those resistant to
seeking help in order to target their levels of self-stigma may be a challenging task. Vogel
and colleagues recommend avenues such as web-based campaigns, public service
announcements, and workshops in local communities as a way to deliver information and
provide resources in a non-threatening and effective way. Others suggest methods such as
incorporating psychoeducation of mental health concerns and treatment structure, having
people share their stories with others, and normalizing mental health concerns in order to
break stereotypes (Yanos, Lucksted, Drapalski, Roe, & Lysaker, 2015).
Limitations
It should be noted that there were a number of limitations in the current study.
Participants in this study self-selected by responding to Qualtrics Survey Panels and may
differ in important ways from persons who would not choose to participate in such
research. In addition, this study only included self-report, which may introduce bias. This
study was cross-sectional and causal inferences are therefore limited. Lastly, it did not
account for acculturation, which may be an important and relevant construct to help
understand the effects of stigma on help-seeking attitudes among MENA individuals.
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Future Directions
This study includes a number of suggestions for future research with MENA
populations. First, as described previously, research should aim to understand other
factors that contribute to stigma among MENAS in order to help inform interventions
aimed at reducing stigma. Future research should aim to target stigma directly within
MENA communities, either through web-based campaigns, public service
announcements, or workshops in local communities. It would also be beneficial for future
research to focus on obtaining service utilization estimates for the U.S. MENA
population, as well as prevalence rates of mental illness, as this information is not readily
available. This study also focused on a very diverse group of MENAs, and the findings
may differ between smaller groups of MENAs. The findings remain informative for
program developers and clinicians to help guide their work, and utilize dynamic sizing to
assess whether the findings may relate to a client/community’s experience.
Conclusions
The present study filled a gap in the literature regarding the influence of
traditional cultural factors on forms of stigma and attitudes towards seeking
psychological help among MENA U.S. college students. While mediation models
explaining the ways stigma influence help-seeking attitudes were not confirmed, this
study has important clinical implications. In particular, it provides practical suggestions
for incorporating MENA cultural values into community awareness campaigns, stigma
reduction efforts, and mental health treatment for MENAs. The information provided by
this study will also be an important resource for researchers who aim to expand this
literature and continue advocating for service utilization among MENAs.
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Table 1. Participant Demographics
Participant Demographics

n (%)

Gender
Man
Woman
Transgender Man
Transgender Woman
Gender non-conforming
Generation status
1st

n = 244
98 (40.2)
143 (58.6)
2 (0.8)
0 (0.0)
1 (0.4)
n = 242
58 (24.0)

2nd
3rd
4th
Other
Living Region
Northeast
Midwest
South
West
Marital Status
Married
Single
Widowed
Divorced
Separated
Living Status
On campus
Off-campus with family
Off campus alone

119 (49.2)
43 (17.8)
19 (7.9)
3 (1.2)
n = 243
48 (19.8)
50 (20.6)
83 (34.2)
62 (25.5)
n = 245
77 (31.4)
157 (64.1)
5 (2.0)
5 (2.0)
1 (0.4)
n = 244
107 (43.9)
92 (37.7)
45 (18.4)

145
Table 2. Model Estimates for Demographic Variables and Forms of Stigma (N = 246).

Model 1:
Perceived
stigma

b

SE

95% CI

Gender

.13

.13

[-.32, .29]

Marital status

.13

.13

[-.12, .40]

Off campus with family

.20

.14

[-.09, .48]

Off campus alone

.16

.18

[-.19, .51]

1st generation

-.02

.16

[-.33, .29]

3rd generation+

-.45

.15

[-.75, -.16]

Gender

.06

.08

[-.10, .22]

Marital status

-.06

.08

[-.23, .10]

Off campus with family

-.06

.08

[-.23, .10]

Off campus alone

-.01

.11

[-.22, .20]

1st generation

.02

.09

[-.17, .20]

3rd generation+

.01

.10

[-.18, .20]

Gender

-.13

.06

[-.24, -.01]

Marital status

-.01

.06

[-.13, .10]

Living status

Generation status

Living status
Model 2:
Self-stigma

Generation status

Model 3:

Living status

Attitudes

Off campus with family

.04

.06

[-.08, .16]

towards

Off campus alone

.04

.07

[-.10, .19]

1st generation

-.07

.07

[-.14, .12]

3rd generation+

-.01

.07

[-.21, .07]

seeking help

Generation status

Note. Gender is coded as 0=woman, 1=other (man [n = 98], transgender man [n = 2],
gender nonconforming [n = 1]). Marital status is coded 0=single, 1=other (married,
separated [n = 1], divorced [n = 5], widowed [n = 5]). The reference category for living
status variables is living on campus. The reference category for generation status
variables is 2nd generation. Bolding indicates CIs that do not contain zero (p < .05).
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Table 3. Descriptive Statistics and Bivariate Correlations
Variables
1. Perceived stigma

1
3.4
(1.0)

2

3

5

Range
1-5

.09

3. Attitudes towards
seeking help

3.3
(0.7)

-.08*

-.46*

2.9
(0.5)

4. Family honor

.47*

.11

-.08

2. Self-stigma

4

1-5
1-4
3.34
(0.9)

1-5

4.5
1-7
(1.0)
Note: Means and standard deviations are presented along the diagonal line, M(SD). *p<.05.
5. Loss of face

.58*

.07

-.07

.54*

147
Table 4. Model Estimates for Cultural Variables and Stigma (N = 246).
Model 1:

Loss of face

b
.43

Perceived stigma

Family honor

.26

.08

[.10-.41]

Loss of face

.01

.05

[-.09-.10]

Family honor

.08

.06

[-.04-.21]

Model 2:
Self-stigma

SE
.06

95% CI
[.31-.56]

Note. Bolding indicates confidence intervals that do not contain zero (p < .05). Models
adjusts for gender, gender, living status, marital status, and generation status.
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Table 5. Model Estimates for Mediation Models (N = 246).

Model 3:
PSSSATSH

Model 4:
FHPSSSATSH

Model 5:

a path (M on X)

b
.05

SE
.04

p value
.26

b path (Y on M)

-.32

.05

.00

a*b path (indirect effect)

-.02

.01

.27

c’ path (direct effect; Y on X)
Total effect
a1 path (M1 on X)

-.01
-.03
.55

.03
.03
.07

.68
.35
.00

a2 path (M2 on X)

.06

.06

.27

b1 path (Y on M1)

-.00

.03

.82

b2 path (Y on M2)

-.32

.05

.00

d21 path (M2 on M1)

.02

.04

.62

c’ path (direct effect; Y on X)

-.01

.04

.78

a1*d21 (partial mediation)

.01

.02

.62

a1*d21*b2 (serial mediation)

-.00

.01

.62

a1 path (M1 on X)

.54

.05

.00

a2 path (M2 on X)

.02

.05

.75

b1 path (Y on M1)

-.00

.03

.91

b2 path (Y on M2)

-.32

.06

.00

.04

.05

.47

-.01

.04

.73

.02

.03

.47

LoF PSSSATSH d21 path (M2 on M1)
c’ path (direct effect; Y on X)
a1*d21 (partial mediation)

95% CI

[-.04 - .01]

[-.06 - .03]

[-.08 - .03]

a1*d21*b2 (serial mediation)
-.01 .01
.47
Note Bolding indicate significance at p < .05 level. Models adjusts for gender, living
status, marital status, and generation status. Abbreviations: PS= perceived stigma, SS=
self-stigma, ATSH= attitudes towards seeking help, LoF= loss of face, FH= family
honor.

149

Figure 1. Figure depicting mediation model of self-stigma mediating the relation between
perceived stigma and attitudes towards seeking help. Coefficient of indirect effect (a*b)
is -.02. *p < .05. **p < .01. ***p < .001.
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Figure 2. Figure depicting serial mediation model of perceived stigma and self-stigma
mediating the relation between family honor and attitudes towards seeking help.
Coefficient of serial mediation effect (a1*d21*b2) is -.00. Coefficient of partial mediation
effect (a1*d21) is .01. *p < .05. **p < .01. ***p < .001.
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Figure 3. Figure depicting serial mediation model of perceived stigma and self-stigma
mediating the relation between loss of face and attitudes towards seeking help.
Coefficient of serial mediation effect (a1*d21*b2) is -.01. Coefficient of partial mediation
effect (a1*d21) is .02. *p < .05. **p < .01. ***p < .001.
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CHAPTER V
SUMMATIVE DISCUSSION
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This dissertation focused on cultural and contextual influences on mental health,
substance use, and stigma among Middle Eastern/North African (MENA) college
students. This group has received significantly less attention in research on mental health,
substance use, and attitudes towards help-seeking compared to other ethnic minority
groups, despite being a quickly growing minority group in the U.S. Given the current
political climate and incidents of discrimination that affect MENA individuals, and the
variety of cultural factors that shape attitudes, behavior, and well-being, it is crucial that
mental health professionals are better able to understand how to best assist this
population. The findings of these studies are important in helping providers build their
cultural competence to provide adequate services for this population.
The first study of this dissertation analyzed the interactive and explanatory effects
of religious coping, discrimination frequency, and stress appraisal on psychological
distress among MENA college students. Specifically, the moderation analyses only
revealed significant main effects of discrimination stress appraisal and religious coping
predicting psychological distress. The effects of discrimination stress appraisal on
psychological distress did not depend on religious coping, as hypothesized. The results
also revealed that discrimination stress appraisal did not explain the relation between
discrimination frequency and psychological distress. The results provide clinicians with a
better understanding of effective and culturally consistent ways to help promote positive
mental health outcomes among MENAs, such as by discussing religious coping strategies
in therapy interventions. These findings also support the recommendation to engage with
religious leaders to encourage MENAs to implement various coping strategies when
faced with mental health concerns. This may help navigate high levels of stigma
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associated with seeking treatment among MENAs, and provide a less-stigmatizing
avenue for discussing mental health within communities.
The second study examined the role that cultural factors (family honor and loss of
face) have in predicting positive expectancies of marijuana and alcohol, and therefore
actual use, among MENA college students. The results were consistent with the
hypothesized models, where family honor and loss of face influenced cannabis use
through expectancies of use, and alcohol use through expectancies of use. These findings
support the need to target MENA students’ expectancies of using alcohol and cannabis, in
order to prevent increasing levels of use. College campuses and prevention programs can
do this by providing factual information regarding “myths” that college students may
have of substance use, to challenge their positive expectancy views. In addition, this
study also found that increasing endorsement of loss of face and family honor predicted
greater levels of positive expectancies and use, not lower. These results support the need
for future research to continue assessing why these cultural values pose as a risk factor
for expectancies among MENAs and continue to understand other protective factors that
may prevent them from increasing their positive expectancies and actual use of
substances. Overall, this study provides a better understanding of how culture influences
substance use expectancies and behavior among MENAs, and facilitate culturally
sensitive strategies for preventing problem substance use behavior among MENA college
students.
The third study found that the cultural values of loss of face and family honor
directly influence perceived stigma among MENA individuals, but not self-stigma. This
finding suggests some possible avenues for targeting stigma among broader MENA
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communities, including ways to reshape how MENAs conceptualize mental health. This
study also analyzed a well-studied stigma model, where the effects of perceived stigma
on attitudes towards counseling are explained by self-stigma; however, I did not find
evidence that this model fits the current sample. The model did suggest that increasing
levels of self-stigma were associated with negative attitudes towards seeking treatment.
Stigma reduction efforts can incorporate these findings by highlighting the need to target
self-stigma among MENA communities, in order to foster positive attitudes towards
seeking treatment. In addition, since family honor and loss of face did not predict selfstigma, it would also be important for future research to identify cultural factors that may
contribute to self-stigma among MENAs.
MENAs have expressed concerns regarding the lack of perceived cultural
knowledge with U.S. providers, and providers have acknowledged feeling less competent
working with MENAs due to the limited available resources. This dissertation adds to the
literature by providing practical suggestions for clinicians to incorporate when working
with MENAs. For example, it would be effective to collaborate with religious leaders to
help combat issues regarding mental health stigma and discrimination experienced within
the community. Further, incorporating MENA cultural values (loss of face, family honor,
religious coping) into treatment would allow a space for MENAs to be able to share part
of their identity and discuss how these values are integrated into their daily lives and
decision making. Lastly, college counselors and staff could increase support for MENAs
who utilize religious coping and struggle with practicing their religion on campuses,
given its significant relation with psychological distress. They can also work towards
providing educational opportunities to students, faculty, and staff on Muslim beliefs and
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practices, to help combat stereotypes that can lead to discriminatory behavior. While the
research on MENAs is limited, it is important the current literature be utilized by
clinicians who provide services to this population in order to help MENAs feel more
understood and comfortable with accessing psychological help.
This dissertation included many limitations that are important to note. First,
participants in this study self-selected by responding to Qualtrics Survey Panels and may
differ in important ways from persons who would not choose to participate in such
research. In addition, this study was cross-sectional and causal inferences are limited.
Lastly, some measures were not validated within MENA populations, so information
regarding validation were not available, and it is unclear whether they are appropriate for
this population.
Importantly, this dissertation sampled a very diverse group of MENAs, and the
conclusions made are based on the higher-order MENA group. It is possible that the
findings would vary for smaller groups (i.e., Syrian Muslim vs. Iraqi Christians),
however, due to the complexities of sampling MENAs (as described in Chapter I), I
decided to sample across the larger MENA population rather than attempt to sample
smaller, specific groups of MENAs. While I did collect data on each participants’ ethnic
and religious backgrounds, this information could not be used in the analyses due to some
groups having too few participants to detect any significant differences (e.g., only 5
people identified as Palestinian). In addition, this dissertation also included participants
who identified racially as White (in addition to MENA) or ethnically as Jewish, which is
not conventional within MENA literature. As described in Chapter I, these individuals
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often have different lived experiences compared to those are traditionally MENA, and
this may influence some of the findings within each study.
I acknowledge that these are all important to consider, and encourage other
researchers to aim to understand within-group effects if it is feasible to sample enough
participants from smaller groups. This cross-ethnic sample provides useful information
on general processes within a group that shares some similarity in facets of cultural
contexts, in particular, as minority group members in the U.S. It is important for
providers to understand the immense complexity of MENA identity and the diversity of
the U.S. MENA population. Still, there appear to be some broad cultural similarities
across the MENA subgroups that are important for mental health providers to understand.
Mental health providers should utilize dynamic sizing to flexibly determine whether a
cultural characteristic applies to a client, before assuming that it will simply because of a
client’s MENA identity.
The experiences of MENAs in the U.S. are unique, and researchers should not
assume that common findings with other groups would automatically apply to MENAs.
It is important for researchers to build upon the findings in this dissertation in order to
understand how these processes operate for individuals with MENA background, who
have unique cultural backgrounds and life experiences. The lack of research with this
population impacts current researchers who hope to advance this literature, as well as
clinicians who seek guidance on develop cultural competence working with MENAs.
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Letter of Information

MENA College Student Survey
Introduction
You are invited to participate in a research study conducted by Dr. Rick Cruz, a professor
in the Department of Psychology at Utah State University. The purpose of this research is
to understand factors that influence health and well-being among Middle Eastern/North
African (MENA) college students in the United States. This form includes important
information about the research to help you decide whether to participate. Please read it
carefully.

Procedures
Your participation in this study will involve answering online survey questions. You will
first be asked to provide background information about yourself, such as your MENA
heritage, and your age. This will determine whether you are eligible for the study. You will
then be asked to complete a series of questions regarding your cultural background,
relationships with those close to you, experiences with discrimination, attitudes towards
mental health, drug and alcohol use behaviors, and suicidal thoughts and actions. The
expected time to complete this survey is about 30 minutes. We anticipate that 250 people
will participate in this research study across universities and colleges in the United States.
Alternative Procedures
Rather than participate in this research, you might prefer alternatives such as learning more
about
mental
health
symptoms,
screening
tools,
and
providers
at
https://www.apa.org/helpcenter/ or mentalhealthamerica.net.
Risks
This is a minimal risk research study. That means that the risks of participating are no more
likely or serious than those you encounter in everyday activities. The foreseeable risks or
discomforts include unauthorized individuals gaining access to your responses because you
are responding online. However, your participation in this online survey involves risks
similar to a person's everyday use of the Internet. We encourage you to fill out this survey
in a private place to avoid others seeing the information that you share on the survey.
We do ask questions about drug and alcohol use behavior, which in some cases may be
illegal. Please also know that there can be serious risks and consequences associated with
drug and alcohol use. If you or others are worried about your alcohol or drug use, please
call the national substance use hotline at 1-800-662-HELP.
In addition, the survey also asks questions about depression, and suicidal thoughts and
actions. If you are feeling suicidal, we encourage you to contact the National Suicide
Prevention Hotline at 1-800-273-8255. If you have a bad research-related experience or are
distressed in any way during your participation, please contact the Student Investigator of
this study right away at 801.871.5968 or menastudy1@gmail.com.
Benefits

178
There is no direct benefit to you for participating in this research study. However, this study
will help the researchers learn more about health and wellbeing among MENA college
students. Ultimately, this information can help behavioral health and substance use
providers to be more equipped to help address the needs of MENA students.
Confidentiality
This is a completely anonymous survey. We will collect your survey information through
the Qualtrics survey software. After completing the anonymous survey, you will be taken
to a separate website URL where you can enter your email information to obtain an
Amazon gift card. We will not be able to connect your survey responses to your email
address. Online activities always carry a risk of a data breach, but we will use systems and
processes that minimize breach opportunities. Data will be securely stored in a passwordprotected folder on Box.com, an encrypted, cloud-based storage system. The researchers
will make every effort to ensure that the information you provide as part of this study
remains confidential. Your identity will not be revealed in any publications, presentations,
or reports resulting from this research study. It is unlikely, but possible, that others (Utah
State University, or state or federal officials) or state or federal officials) may require us to
share the anonymous information you give us from the study to ensure that the research
was conducted safely and appropriately. We will only share anonymous information if law
or policy requires us to do so.
Voluntary Participation, Withdrawal
Your participation in this research is completely voluntary. If you agree to participate now
and change your mind later, you may withdraw at any time by exiting out of your browser.
If you choose to withdraw, we will not be able to remove information you shared since the
data are anonymous. There are no penalties to withdrawing from the study.
Compensation
For your participation in this research study, you will have the opportunity to receive a
$10 Amazon gift card. After completing the survey, you will be directed to an online
form that is not connected to your survey responses. You will be asked to enter your
email address to be sent a gift card. We will send your digital gift card to the email
address provided, so please ensure that you use a real email address that you check
regularly in order to claim your prize. We will not be responsible for unclaimed gift
cards.
If you choose to withdraw your participation, you may still receive compensation.
However, the survey link to input your email address will not be accessible until the very
end of the survey. If you wish to withdraw and receive compensation, please respond to
each item with “Prefer not to answer” until you reach the end of the survey and are able
to access the online form link.
IRB Review
The Institutional Review Board (IRB) for the protection of human research participants at
Utah State University has reviewed and approved this study. If you have questions about
the research study itself, please contact the Student Investigator at 801.871.5968 or
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menastudy1@gmail.com. If you have questions about your rights or would simply like to
speak with someone other than the research team about questions or concerns, please
contact the IRB Director at (435) 797-0567 or irb@usu.edu

Rick A. Cruz, Ph.D.
Principal Investigator
(435) 277-0878; rick.cruz@usu.edu

Molly Mechammil, M.S.
Student Investigator
801.871.5968 menastudy1@gmail.com

Informed Consent
By continuing on to the survey, you agree to participate in this study. You indicate that you
understand the risks and benefits of participation, and that you know what you will be asked
to do. You also agree that you have asked any questions you might have, and are clear on
how to stop your participation in the study if you choose to do so. Please be sure to retain
a copy of this form for your records by printing this page. You may also follow this link to
the document.
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Eligibility and demographic items
Eligibility questions
Do you identify as Middle Eastern/North
African?
Are you comfortable answering survey questions
in English?
Are you currently enrolled in College/University
in the United States?
Are you an international student?

Response options
• Yes
• No*
• Yes
• No*
• Yes
• No*
• Yes*
• No
Are you at least 18 years old?
• Yes
• No*
*if option is chosen, individual is ineligible to continue in the study
Demographic questions
Response options
What gender do you identify as?
• Man
• Woman
• Transgender man
• Transgender woman
• Gender variant/non-conforming
• Not listed: ____
• Prefer not to answer
What ethnicity do you identify as? (check more
• Arab/Arab American
than one box if needed)
• Aramean/Aramean American
• Assyrian/Assyrian American
• Bahrani/Bahrani American
• Egyptian/Egyptian American
• Iranian/Iranian American
• Iraqi/Iraqi American
• Jewish/Jewish American
• Kurdish/Kurdish American
• Palestinian/Palestinian American
• Persian/Persian American
• Turkish/Turkish American
• Turkmens/Turkmen American
• Yazidi/Yazidi American
• Other/please list:
• Prefer not to answer
What other race do you identify with? (check
• White
more than one box if needed)
• Hispanic or Latino
• Black or African American
• Native American or American Indian
• Asian / Pacific Islander
• Other
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What country/countries is your family from?
(check more than one box if needed)

What generation MENA are you in the U.S.?

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

What religion do you identify as? (check more
than one box if needed)

•
•
•
•
•
•

Prefer not to answer
Algeria
Bahrain
Cyprus
Dijbouti
Egypt
Iran
Iraq
Israel
Jordan
Kuwait
Lebanon
Libya
Malta
Morocco
Oman
Palestine
Qatar
Saudi Arabia
Syria
Tunisia
Turkey
Qatar
United Arab Emirates
West Bank and Gaza
Yemen
Other/please specify:
Prefer not to answer
1st (e.g., immigrated to the U.S. alone
or with family)
2nd (parents immigrated to the U.S. but
you were born here)
3rd (grandparents immigrated to the
U.S., you and your parents were born
here)
4th (great-grandparents immigrated to
the U.S., you, your
parents/grandparents were born here)
Other:
Prefer not to answer
Bahá'í
Christian
Druze
Jewish
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What is your marital status?

What region of the U.S. are you studying in?

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

•

•

•

•

•

Mandaeans
Muslim
Samaritan
Shabak
Yazidi
Zoroastrian
Other/Please specify:
Not religious/not applicable
Prefer not to answer
Single (never married)
Married, or in a domestic partnership
Widowed
Divorced
Separated
Other, please explain:
Prefer not to answer
Northeast (Connecticut, Maine,
Massachusetts, New Hampshire, New
Jersey, New York, Pennsylvania,
Rhode Island, Vermont)
Midwest (Illinois, Indiana, Iowa,
Kansas, Michigan, Minnesota,
Missouri, Nebraska, North Dakota,
Ohio, South Dakota, Wisconson)
South (Alabama, Arkansas, Delaware,
District of Columbia, Florida, Georgia,
Kentucky, Louisiana, Maryland,
Mississippi, North Carolina,
Oklahoma, South Carolina, Tennessee,
Texas, Virginia, West Virginia)
West (Alaska, Arizona, California,
Colorado, Hawaii, Idaho, Nevada,
Montana, New Mexico, Oregon, Utah,
Washington, Wyoming)
Prefer not to answer

Depression, Anxiety, and Stress Scale-21 (DASS-21)
Question:
1. I found it hard to wind down
2. I was aware of dryness of my mouth
3. I couldn’t seem to experience any positive feeling at all
4. I experienced breathing difficulty (e.g., excessively rapid breathing,
breathlessness in the absence of physical exertion)
5. I found it difficult to work up the initiative to do things
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6. I tended to over-react to situations
7. I experienced trembling (e.g., in the hands)
8. I felt that I was using a lot of nervous energy
9. I was worried about situations in which I might panic and make a fool of myself
10. I felt that I had nothing to look forward to
11. I found myself getting agitated
12. I found it difficult to relax
13. I felt down-hearted and blue
14. I was intolerant of anything that kept me from getting on with what I was
doing
15. I felt I was close to panic
16. I was unable to become enthusiastic about anything
17. I felt I wasn’t worth much as a person
18. I felt that I was rather touchy
19. I was aware of the action of my heart in the absence of physical exertion (e.g.,
sense of heart rate increase, heart missing a beat)
20. I felt scared without any good reason
21. I felt that life was meaningless
Response options:
Did not apply to me at all
Applied to me to some degree, or some of the time
Applied to me a considerable degree, or a good part of the
time
Applied to me very much, or most of the time
Brief Arab Religious Coping Scale (BARCS)
Question
1. I prayed for strength.
2. I looked for a lesson from God in the situation.
3. I got help from religious leader/s.
4. I recalled a passage from a religious text (e.g., Bible, Qur’an).
5. I attended events at the church/ mosque/ temple.
6. I put my problem in God’s hands.
7. I increased my prayers to God.
8. I attended religious classes (e.g., Bible study, Islamic halaqa)
9. I tried to make up for my mistakes.
10. I asked God for a blessing.
11. I used a religious story to help solve the problem.
12. I shared my religious beliefs with others.
13. I donated time to a religious cause or activity.
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14. I looked for love and concern from the members of my
15. church/ mosque/ temple.
16. I prayed to get my mind off my problem/s.
Response options:
Not used at all/does not apply
Used sometimes
Used often
Used always
Schedule of Racist Events- Arab American version
Question
1. How many times have you been treated unfairly by teachers and professors because you
are Middle Eastern/North African?
-How stressful was this for you?
2. How many times have you been treated unfairly by employers, bosses, and supervisors
because you are Middle Eastern/North African?
-How stressful was this for you?
3. How many times have you been treated unfairly by coworkers, students, and colleagues
because you are Middle Eastern/North African?
-How stressful was this for you?
4. How many times have you been treated unfairly by people in service jobs (store clerks,
waiters, bartenders, bank tellers, and others) because you are Middle Eastern/North
African?
-How stressful was this for you?
5. How many times have you been treated unfairly by strangers because you are Middle
Eastern/North African?
-How stressful was this for you?
6. How many times have you been treated unfairly by people in helping jobs (doctors,
nurses, psychiatrists, case workers, dentists, and others) because you are Middle
Eastern/North African?
-How stressful was this for you?
7. How many times have you been treated unfairly by neighbors because you are Middle
Eastern/North African?
-How stressful was this for you?
8. How many times have you been treated unfairly by institutions (schools, universities,
law firms, the police, and others) because you are Middle Eastern/North African?
-How stressful was this for you?
9. How many times have you been treated unfairly by people that you thought were your
friends because you are Middle Eastern/North African?
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-How stressful was this for you?
10. How many times have you been accused or suspected of doing something wrong (such
as stealing, cheating, not doing your share of the work, breaking the law, etc.) because
you are Middle Eastern/North African?
-How stressful was this for you?
11. How many times have people misunderstood your intentions and motives because you
are Middle Eastern/North African?
-How stressful was this for you?
12. How many times did you want to tell someone off for being racist but didn’t say
anything?
-How stressful was this for you?
13. How many times have you been really angry about something racist that was done to
you?
-How stressful was this for you?
14. How many times were you forced to take drastic steps (such as filing a grievance, filing
a lawsuit, quitting your job, moving away, etc.) to deal with some racist thing that was
done to you?
-How stressful was this for you?
15. How many times have you been called a racist name like terrorist, towel head,
foreigner, or other names?
-How stressful was this for you?
16. How many times have you gotten into an argument or a fight about something racist that
was done to you or done to somebody else?
-How stressful was this for you?
17. How many times have you been made fun of, picked on, pushed, shoved, hit, or
threatened with harm because you are Middle Eastern/North African?
-How stressful was this for you?
Response options for frequency items
Never
Once in a while (less than 10% of the time)
Sometimes (10-25% of the time)
A lot (26-49% of the time)
Most of the time (50-70% of the time)
Almost all of the time (more than 70% of the time)
Response options for appraisal items
Not at all stressful
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A little bit stressful
Moderately stressful
Quite stressful
Very stressful
Extremely stressful

Alcohol Expectancies Questionnaire- Brief (AEQ-B)
Questions
1. Alcohol generally has powerful positive effects on people (makes a person feel
good or happy; future seems brighter).
2. Alcohol can help or hurt how well a person gets along with others (makes people
want to have fun together; makes people mean to others).
3. Alcohol helps people think better and helps coordination (people understand things
better; can do things better).
4. Alcohol improves sex (more enjoyable; feel more romantic or sexual; makes it
easier to have sex).
5. Alcohol hurts how people think and it hurts their coordination (run into things, act
silly, have a hangover).
6. Alcohol makes a person feel stronger and more powerful (easier to fight, speak in
front of others, stand up to others).
7. Alcohol helps a person relax, feel less tense, and can keep a person’s mind off of
mistakes at school or work.
Response options
Strongly disagree
Disagree somewhat
Uncertain
Agree somewhat
Agree strongly
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Marijuana expectancy questionnaire- brief (MEEQ-B)
Question
1. Marijuana makes it harder to think and do things (harder to concentrate or understand;
slows you down when you move)
2. Marijuana helps a person relax and feel less tense (helps you unwind and feel calm)
3. Marijuana helps people get along better with others and it can help you feel more sexual
(talk more; feel more romantic).
4. Marijuana makes a person feel more creative and perceive things differently (music sounds
different; things seem more interesting)
5. Marijuana generally has bad effects on a person (you become angry or careless; after
feeling high you feel down)
6. Marijuana has effects on a person’s body and gives a person cravings (get the
munchies/hungry; have a dry mouth; hard to stop laughing)

Response options:
Strongly disagree
Disagree somewhat
Uncertain
Agree somewhat
Agree strongly

Alcohol use (AUDIT)
1. How often do you have a drink containing alcohol?
0. Never
1. Monthly or
2. 2-4 times a
3. 2-3 times per 4. 4 or more
less
month
week
times a week
2. How many drinks containing alcohol do you have on a typical day when you are
drinking?
0. 1 or 2
1. 3 or 4
2. 5 or 6
3. 7, 8, or 9
4. 10 or more
3. How often do you have 4 (for women) or 5 (for men) or more drinks on one
occasion?
4. How often during the last year have you found that you were not able to stop
drinking once you had started?
5. how often during the last year have you failed to do what was normally expected of
you because of drinking?
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6. how often during the last year have you needed a first drink in the morning to get
yourself going after a heavy drinking session?
7. How often during the last year have you had a feeling of guilt or remorse after
drinking?
8. How often during the last year have you been unable to remember what happened
the night before because of your drinking?
0. Never
1. Less than
2. Monthly
3. Weekly
4. Daily or
monthly
almost daily
9. Have you or someone else been injured because of your drinking?
10. Has a relative, friend, doctor, or other health care worker been concerned about
your drinking or suggested you cut down?
0. No
2. Yes, but not
4. Yes, during
in the last year
the last year.
Marijuana use (CUDIT)
1. How often did you use cannabis?
0. Never
1. Monthly or
2. 2-4 times a
3. 2-3 times per 4. 4 or more
less
month
week
times a week
2. How many hours were you "stoned" on a typical day when you had been using
cannabis?
0. 1 or 2
1. 3 or 4
2. 5 or 6
3. 7, 8, or 9
4. 10 or more
3. How often were you "stoned" for 6 or more hours?
4. How often during the last year have you found that you were not able to stop using
cannabis once you had started?
5. How often during the last year have you failed to do what was normally expected of
you because of using cannabis?
6. How often during the last year did you need to use cannabis in the morning to get
yourself going after a heavy session?
7. How often during the last year did you have a feeling of guilt or remorse after using
cannabis?
8. How often during the last year have you had a problem with your memory or
concentration after using cannabis?
0. Never
1. Less than
2. Monthly
3. Weekly
4. Daily or
monthly
almost daily
9. Have you or someone else been injured because of your use of cannabis?
10. Has a relative, friend, doctor, or other health care worker been concerned about
your use of cannabis or suggested you cut down?
0. No
2. Yes, but not
4. Yes, during
in the last year
the last year.
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Self-Stigma of Seeking Help Scale (SSOSH)
Question
1. I would feel inadequate if I went to a therapist for psychological help
2. My self-confidence would NOT be threatened if I sought professional help.
3. Seeking psychological help would make me feel less intelligent.
4. My self-esteem would increase if I talked to a therapist.
5. My view of myself would not change just because I made the choice to see a
therapist.
6. It would make me feel inferior to ask a therapist for help.
7. I would feel okay about myself if I made the choice to seek professional help.
8. If I went to a therapist, I would be less satisfied with myself.
9. My self-confidence would remain the same if I sought help for a problem I could
not solve.
10. I would feel worse about myself if I could not solve my own problems.
Response options
Strongly disagree
Somewhat disagree
Agree and disagree equally
Somewhat agree
Strongly agree
Stigma Scale for Receiving Psychological Help (SSRPH)
Question
1. Seeing a psychologist for emotional or interpersonal problems carries social stigma.
2. People will see a person in a less favorable way if they come to know that he/she has
seen a psychologist.
3. It is advisable for a person to hide from people that he/she has seen a psychologist.
4. People tend to like less those who are receiving professional psychological help.
Response options
Strongly disagree
Somewhat disagree
Agree and disagree equally
Somewhat agree
Strongly agree
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Attitudes Toward Seeking Professional Psychological Help
Question
1. If I believed I was having a mental breakdown, my first inclination would be to get
professional attention.
2. The idea of talking about problems with a psychologist strikes me as a poor way to
get rid of emotional conflicts.
3. If I were experiencing a serious emotional crisis at this point in my life, I would be
confident that I could find relief in psychotherapy.
4. There is something admirable in the attitude of a person who is willing to cope with
his or her conflicts and fears without resorting to professional help
5. I would want to get psychological help if I were worried or upset for a long period
of time.
6. I might want to have psychological counseling in the future
7. A person with an emotional problem is not likely to solve it alone; he or she is
likely to solve it with professional help
8. Considering the time and expense involved in psychotherapy, it would have
doubtful value for a person like me
9. A person should work out his or her own problems; getting psychological
counseling would be a last resort
10. Personal and emotional troubles, like many things, tend to work out by
themselves.
Response options
Disagree
Slightly disagree
Slightly agree
Agree
Adherence to Honor Code (Family honor)
Question
I would not attack people even though they curse or humiliate my parents
I would feel ashamed if my family's reputation was hurt.
I am concerned about maintaining my family's honor.
I would do everything to protect my family honor, no matter the price.
It is important that my family would protect each other's honor no matter what.
Anyone who harms my family will be sorry.
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Response options
Not at all true
A little true
Somewhat true
Mostly true
Very true
Loss of Face Scale
Question
1. I am more affected when someone criticizes me in public than when
someone criticizes me in private.
2. During a discussion, I try not to ask questions because I may appear ignorant
to others.
3. I maintain a low profile because I do not want to make mistakes in front of
other people.
4. Before I make comments in the presence of other people, I qualify my
remarks.
5. I downplay my abilities and achievements so that others do not have
unrealistically high expectations of me.
6. I carefully plan what I am going to say or do to minimize mistakes.
7. I say I may be in error before commenting on something.
8. When I meet other people, I am concerned about their expectations of me.
9. I hesitate asking for help because I think my request will be an inconvenience
to others.
10. I try not to do things that call attention to myself.
11. I do not criticize others because this may embarrass them.
12. I carefully watch others' actions before I do anything.
13. I will not complain publicly even when I have been treated unfairly.
14. I try to act like others to be consistent with social norms.
15. Before I do anything in public, I prepare myself for any possible consequence.
16. I prefer to use a third party to help resolve our differences between another
person and me.
17. When discussing a problem, I make an effort to let the person know that I am
not blaming him or her.
18. When someone criticizes me, I try to avoid that person.
19. When I make a mistake in front of others, I try to prevent them from noticing
it.
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20. Even when I know another person is at fault, I am careful not to criticize that
person.
21. When someone embarrasses me, I try to forget it.
Response options
Strongly Disagree
Moderately Disagree
Mildly Disagree
Neither Agree nor Disagree
Mildly Agree
Moderately Agree
Strongly Agree

